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Now, even seriously ill patients can easily 


be given nutritional support equal to ‘three square meals a day,” 


dramatically hastening recovery and shortening convalescence. 


SUS TAGEN 


the complete nutriment for tube and oral feeding 


A 24-hour “diet” of 900 Gm. of 


Vitamins and ‘Miner 
Vitamin A. . 
Vitamin 


‘(rom ferrous sulfate) 


Dilution for tube feeding 
1 cup Sustagen to 10 oz. water 


Dilution for oral feeding. 
} cup Sustagen to 8 oz. woter 


“Therapeutic Nutrition, Publication No. 234, 
National Research Council. 


Reports of steady weight gains with patients fed Sustagen” 
exclusively for more than 90 days attest its nutritional com- 
pleteness. 


By tube— 
With Mead's Tube Feeding Set, using plastic tubing half the 
size of the smallest rubber tubing, Sustagen is easily ad- 
ministered without discomfort to your patients. The prob- 
lems of diarrhea, cramps and nausea so long associated with 
tube feeding are virtually eliminated with Sustag 

Sustagen aiso makes possible more complete nutrition for 
many patients for whom parenteral alimentation was hereto- 
fore the only practical and effective means available. 


By mouth— 

Sustagen mixes easily with water to make a delicious 
therapeutic food drink for your patients on liquid or restricted 
diets, underweight or undernourished persons, and when 
tube feeding is di ti d. 


Available through drug stores in 1-lb. and 2)-lb. cans, 
and to hospitals in 5-lb. cans. 


P MEAD) MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 
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SUFPRETTES 


VACHLORAL 


AQUACHLORAL 
Suppettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 

A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upor Request 


MEMPHIS 3, TENNESSEE 


* 
a 
The William He 
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NORTON “Books that Live” in Psychiatry 


Introduction to Psychiatry 


By O. Spurgeon English, M. D.. and Stuart M. Finch, M. D. This book, the out- 
growth of the authors’ teaching experience, is written to answer the need 
for an introductory text oriented along psychoanalytic lines. The first part 
develops a practical view «©* personality formation, with emphasis on child 
psychiatry. The authors then consider how the personality may be distorted 
and disturbed to produce the various mental illnesses. Helpful case studies 
illustrate the discussion in each category. Clear, concise and modern, this 
book will be welcomed as an outstanding contribution in its field. 


640 pages $7.00 


Psychoanalysis and the 
Edueation of the Child 


By Gerald H. J. Pearson, M. D. This is the first book to relate the findings of 
psychoanalysis to the education of the child. Dr. Pearson outlines the con- 
tributions of psychoanalysis to the learning process, the formation of the ego, 
etc., and points out specific ways the psychoanalyst and the educator can bring 
more useful techniques to the training and teaching of the child. 

357 pages. $5.00 


The Psychiatric Interview 


By Harry Stack Sullivan, M. D., author of The Interpersonal Theory of Psy- 
chiatry and Conceptions of Modern Psychiatry. The technique of carrying on 
a detailed personal interview is discussed and analyzed by one of the noted 
leaders in American psychiatry. Dr. Sullivan’s comments, while directed 
primarily to the medical field, are no less pertinent and helpful for teachers, 
counsellors, social workers, and others who in their work enter into personal 
inquiries. 

246 pages. $4.50 


Heredity in Health and 
Mental Disorder 


By Franz Josef Kallmann, M.D. Introduction by Nolan D. C. Lewis. For 
twenty-five years Dr. Kailmann has centered his research on the prob- 
lems of the inheritance of schizophrenia, and for sixteen years he has been 
associated with the New York Psychiatric Institute where he built the depart- 
ment of medical genetics from small beginnings to a widely known research 
organization. In this book he brings together for the first time some of the 
results of his work. 


Illustrated. 315 pages. $5.00 


W. W. NORTON & COMPANY ¢ 101 Fifth Ave., New York 3 
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“MYSOLINE” 


outstandingly safe and 
effective anticonvulsant in 


my the treatment of epilepsy 


EFFECTIVE IN REFRACTORY CASES... 
Doyle and Livingston report that 63 of 100 patients 
benefited from “Mysoline” therapy after they had failed to 
respond to maximum dosages of other 

anticonvulsants for at least one year. Seizures were completely 
controlled in 30 and the number 

of seizures was markedly reduced in 20. 
RELATIVELY WIDE MARGIN OF SAFETY... 

Forster observes that “Mysoline” did not give rise to hematologic or 
renal complications in the 150 cases so far reported, and that 

side reactions, such as drowsiness and dizziness, 

were infrequent and usually transitory.” 


PSYCHOLOGICALLY BENEFICIAL... 
Lambros notes that over 80 per cent of 208 patients experienced 
a “feeling of being more alert” and showed “improvement in mental 


ability to do tasks which previously were burdensome.” 
‘ He considers this a gratifying effect of “Mysoline” therapy in addition to 
the control of seizures.* 
66 
MYSOLINE. 
brand of Primidone 


CLINICALLY VALUABLE IN THE CONTROL OF GRAND 
MAL SEIZURES AND PSYCHOMOTOR ATTACKS 

No. 3430 — Supplied in 0.25 Gm. tablets (scored), bottles of 100 and 1,000. 
An extensive bibliography supporting the value of “Mysoline” is included in the 
literature which is available to physicians upon request. 
1. Doyle, P.J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 
2. Forster, F.M.: M. Ann. District of Columbia 23:137 (Mar.) 1954. 
3. Lambros, V.S.: Personal Communication. 
Ayerst Laboratories * New Yok, N. Y. * Montreal, Canada 
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S.K.F.’s remarkable new drug 


in Neuropsychiatric Disorders 


HCH 
HCH 
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‘Thorazine’ is ‘especially remarkable in that it can greatly reduce severe 
anxiety, suppress the intensity of phobias and obsessions, reverse or modify 
a paranoid psychosis, quiet manic or extremely agitated patients, and can 
change the hostile, belligerent, agitated senile patient into a quiet, easily 
managed patient.”’ 
(Winkelman, N.W., Jr.: J.A.M.A. 155:18 [May 1] 1954.) 

“The most reliable psychiatric agent in the control of symptoms of psycho- 
motor excitement.” 

(Lehmann, H.E., and Hanrahan, G. E.: Arch. Neurol. & Psychiat. 71:227 [Feb.] 1954.) 


Available in 10 mg. and 25 mg. tablets; 2 cc. ampuls (25 mg.|cc.) 

Additional information on ‘Thorazine’ is available on request. 
Smith, Kline & French Laboratories 

1530 Spring Garden Street, Philadelphia 1 


*Trademark for chlorpromazine hydrochloride, S.K.F. 
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ELECTROSTIMU LATORS 


“THE. ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


NO technic, employing electrical currents, muscle relaxant 
drugs, or a combination thereof, can completely prevent 
incidence of undesirable side effects. . . 


BUT technics developed for use with the REITER 
ELECTROSTIMULATOR have provided the means to 
REDUCE SIDE EFFECTS to an ABSOLUTE MINIMUM 


It is wita considerable pride that introduction of Model RC47C is 
announced, This new model, developed under a coordinated clinical and 
laboratory research program includes many far-reaching advancements. 
One completely new feature is the incorporation of a rugged, easily set, 
electronic timer with second and minute hands providing stop-watch ac- 
curacy up toa full hour. With its automatic safeguards, Model RC47C 
provides for an amazing reduction of thrust even under an extremely high 
introduction of current. 


MODEL RC47C: 


Convulsive therapy—full range 
¢ Focal treatmen: -unilateral and bilateral convulsions 
+ Non-convulsive therapies 
¢ Barbiturate coma and other respiratory problems 
Electro-sleep therapy 
MODEL CW47D provides all the aforementioned features except 


for electro-sleep therapy. The electronic timer may be had on 
special order. 


OVER 125 REFERENCES IN LITERATURE AND TEXT BOOKS— 


Bibliography and literature on request 


38 WEST 48th STREET, f6om 606, NEW YORK 36, N. Y 
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Parenteral administration of Luminal Sodium promptly tones down nervous sys- 
tem excitement. Whether manifested as convulsions, psychic agitation, or perni- 
cious vomiting, nervous overactivity is controlled profoundly and for prolonged 
periods with Luminal Sodium in adult doses of from 2 to 5 grains. 


LUMINAL SODIUM is supplied in... 

Hypodermic tablets of 65 mg. (1 grain), bottles of 50 and 500, for subcuta- 
neous or intramuscular injection; ; 

Powder, ampuls of 0.13 Gm. and 0.32 Gm. (2 grains and 5 grains), boxes of 
5, 25 and 100, for subcutaneous, intramuscular and (exceptionally) 
intravenous injection; 

Solution in propylene glycol, ampuls of 2 cc. (0.32 Gm. «5 grains), boxes of 
5 and 100, for intramuscular injection only. 


Serrated ampuls. The constricted neck of Luminal Sodium powder 
ampuls is serrated for easy and clean opening. In making the file cut 
only moderate pressure is required. 


LUMINAL® 


BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


Luminal, trademark reg. U. S. & Canada 
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better control for the majority of diabetics... 


NPH INSULIN 


NPH 
(Insulin, Lilly 


moderately long-acting 


carefully standardized 


FOR INTERMEDIATE EFFECT: (affords best control for most patients) 
NPH Iletin (Insulin, Lilly), U-40 and U-80 


FOR RAPID EFFECT: \letin (Insulin, Lilly), U-40, U-80, and U-100 
lletin (Insulin, Lilly) made from Zinc-Insulin Crystals, U-40 and U-80 


FOR PROLONGED EFFECT: Protamine, Zinc & lletin (insulin, Lilly)— 
Protamine Zinc Insulin—U-40 and U-80 
IN 10-CC. VIALS 


D COMPANY, INDIANAPOLIS 6 INDIANA, U. S. A. 


XII 


4 
‘ 
wi 
4 
on | 
av! 
le:® 
ca 
| 


July 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1954 


PRESIDENTIAL ADDRESS * 


Tue PresENT CHALLENGE OF PSYCHIATRY 
KENNETH E. APPEL, M.D., Pumapevpni, Pa. 


What are the sources of the neglect of 
the mentally ill—the sense of fatalism and 
futility in man and society? Modern sci- 
ence offers new challenges, possibilities, and 
optimism. 

Man in modern society is living in un- 
dreamed-of stresses, insecurities, and uncer- 
tainties. Forces of disintegration and de- 
struction are on the march. Civilization is 
threatened. 

Changing Concepts of Nature-—Even the 
physical world of nature of Democritus, Gali- 
leo, Copernicus, Kepler, Newton, Lavoisier, 
Mayer, has been shaken out of its uniformity 
and complacency by the modern discoveries 
of Planck, Einstein, the nuclear physicists, 
and the observers of the stellar universe( 46). 
The old concepts of the indestructibility of 
matter and the nature of energy have been 
found inadequate(1i1). Matter dissolves into 
energy and energy into mathematical con- 
cepts. Jeans(22) goes so far as to say the 
universe can best be pictured as consisting of 
pure thought. According to Whitehead (45), 
purely materialistic mechanism does not pro- 
vide any elementary trace of the organic unity 
of system from which the organic unities 
of electrons, protons, molecules, and living 
bodies can emerge. 

Space and time are no longer axiomatic, 
perceived by the senses, but are mathemati- 
cal forms of relationship, inextricably in- 
tertwined, dependent on the observer. The 
world of nature is therefore not one of sim- 
ple observation, but one of highly abstract 
concepts made by the intellectual construc- 
tiveness of observers(24, 46). An electron 
is a construct (23). 

Science is not the simple passive observa- 
tion of events. It is understanding events, so 
as to predict, modify, and control them, when 
possible, according to our purposes. The feel- 
ings and urges, which are the motive power 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 


7, 1954. 


of men of science, inevitably determine the 
emphasis and value they attach to each ob- 
servation. Physical research is not the work 
of pure intellect operating alike in all men, 
but a mental activity in which the whole man 
is involved(24). The modern view of the 
world of nature, the physical world, includes 
within it human nature, man, and mind as 
integral parts both of the discovery and the 
evolutionary processes. It is thus humani- 
tarian in its implications and does not devalu- 
ate man as did nineteenth-century science. 

James and Bergson emphasized the falsity, 
the partialness, of nineteenth-century science 
—the cold, analytical, abstract, frozen, block 
universe of traditional science. Its inade- 
quacy has been verified by Einstein and the 
atomic investigators. There is a reinstatement 
of relationships, wholes, processes, mind, se- 
lectivity, purpose, ideas, values into the es- 
sence of things. Science and philosophy have 
become synoptic as well as analytic. The sum 
is more than its parts, there is something new 
and emergent in it. The old view was naive, 
itself an abstraction of the highest order. It 
neglected relationships. The phenomenon in 
isolation from the rest of the world and from 
the observer turns out to be false. 

Relationships are so important that White- 
head conceives even the physical world as a 
world of relationships like an organism. Du- 
Noiiy(10) finds relationships so important, 
he believes that, from the mathematical 
theory of probability, it is impossible that 
atoms by chance could have fallen together 
so that higher living matter and the human 
brain would have evolved—as if by throwing 
up the alphabet the words of Shakespeare 
could result. From different points of view, 
duNoity, Whitehead, McDougal, Sorokin 
(37), Toynbee(42) force consideration of 
the reality of principles of organization, se- 
lection, purpose, motivation, value, religion, 
as entering into the very substance of our 
universe and nature(33, 36). They point to 
the reality and validity of aesthetic, moral, 
and religious experience. 
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Both philosophers and physicists find the 
organization of the world too complicated to 
be explained by the eighteenth-century con- 
cept of cause and effect. You cannot have a 
model made of minute particles and events 
running on strictly causal orbits(5). 

The following are quotations on present- 
day scientific concepts from Bronowski(5). 
The present cannot be defined with unlimited 
accuracy. 


We do not know any laws for forecasting pre- 
cisely how the future of a single electron will 
follow from its present. [This is based on the 
Heisenberg principle of uncertainty.] Nature could 
not be described as a rigid mechanism of causes and 
effects. 

The analytical and impersonal view of the world 
is failing. Once it was enough to think that the 
world keeps still and distant while we painstakingly 
carve it into sections for microscopic examinations. 
. .. All the difficulties, whether about the behavior 
of Mercury or the failure of causality arise from 
the separation between the knower and what is 
known. Only by joining them do we make 
knowledge. 

We seem to be in a Jand vf sometimes and per- 
haps, and we had hoped to go on living with always 
and with certainty. 

But LaPlace, Pascal, Ga'ton, Karl Pearson de- 
veloped the notion of chance distribution and statis- 
tical differences. 

There is inherent variation from individual to 
individual. ven trends will be blurred by the in- 
truding hand of chance or random fluctuation. 
Every coordinate reference must carry with it an 
area of uncertainty. . . . Verification itself is un- 
certain . . . and must be allowed a margin of error. 

When we speak of truth, we make a judgment 
between what matters and what matters not, and 
we feel the unity of its different parts. We do this 
as much in science as in the arts or in daily life. 
We make a judgment where we prefer one theory 
to another even in science, since there is always an 
endless number of theories which can account for all 
the known facts. 

These are the new and uncomfortable ideas which 
have been interjected in our life-time into what had 
seemed the tidily settled world of physics... . 
Science as much as the arts creates and implies all 
the human values. 


Implications of the Changes for Psychi- 
atry.—These new points of view in science 
have significance for psychiatric thinking. 
Relativity has changed certain time-honored 
concepts, particularly concepts of cause and 
effect and determinism. Modern physics holds 
that these two concepts are outmoded. There 
is not the cold, scientific pure observation of 
external neutral facts or things. Facts are 
constructions, aspirations of the exploring 
self as meaningful. They are constructs and 


processes which are built up and organized by 
consensual thought. There is the unity of the 
observer, of the knower and known. The ob- 
server can no longer properly be viewed as 
external. Separation is artificial. These con- 
cepts raise questions about the passivity of 
the observer and the doctor-patient relation- 
ship. Perhaps philosophically and psycho- 
logically there is more participation than we 
have recognized. 

The aesthetic values in scientific method 
are pointed out. Dogmatism, authority, and 
control are questioned. The ivory tower is 
not as tightly sealed as we thought. Freedom 
of ideas is of the essence in science. A dis- 
tinguished thinker has said, “A university is 
the place where questions are raised—where 
there should be universal questioning.” This 
is all so different from conviction which 
characterizes so much of psychiatry, and its 
perhaps short-sighted dichotomies of psycho- 
therapy versus organic therapy and psycho- 
genesis versus somatogenesis. Certainly the 
new concepts of science should stimulate new 
critiques of our assumptions and practice. 
They open new horizons. They point to the 
importance of bringing the new scientific 
thinking and methodology more vigorously 
into psychiatry. 

Psychiatric Problems of Society.—Cer- 
tainly psychiatry needs to rally every re- 
source in meeting the problems it faces. In 
this period of instability, conflict, and rapid 
change, man’s life is shot through wth appre- 
hension and fear, dissatisfaction and hos- 
tility—the primal, psychological reactions to 
danger and frustration. Anxiety and hostility 
which arise when man’s love, devotion, long- 
ings, and ambition are frustrated are reflected 
in the rising burden of mental illness (a 
bigger problem than cancer, tuberculosis and 
infantile paralysis combined), increasing ju- 
venile delinquency, a divorce rate that in 1946 
reached the figure of 1 in 4 (a 2,000% in- 
crease in 75 years), an alcoholic bill of 8 
billion dollars (our bill for education is 5 
billion), and 9 million citizens handicapped 
by psychological disturbances or illness, the 
repeated breakdowns from time to time of 
our economic machinery, and the interna- 
tional hostilities which, with the hydrogen 
bem), the jet airplane, and biological war- 
fare, menace our civilization. These are all 
destructive forces in men and society. Will 


: 
7's 
{ 
7 
: 
a 
i 


1954] 


KENNETH E. APPEL 


3 


the Titan of Technology swallow and destroy 
us as the Titan Cronus devoured his own 
offspring ? 

What Society is Doing About These Prob- 
lems.—What is society doing to counteract 
these destructive forces in our midst? The 
current figures are well known to you: 
9,000,000 people with emotional illness; 
1,000,000 in mental hospitals annually; 
16,000 surplus remaining each year, which in 
10 years will cost $1,500,000,000 for bed con- 
struction, altogether costing our nation over 
one billion a year including pensions, and 
nearly 6 billions if lost earning capacity and 
productivity are calculated. These are merely 
statistics, not counting the misery and suffer- 
ing involved in thousands of disrupted homes. 
There is 66% understaffing in registered 
nurses and 38% in attendants. Only 1,200 
of the 300,000 registered nurses in the coun- 
try are actually engaged in general nursing 
duty in mental hospitals (2/5 of 1%). In 
4 hospitals with 6,000 patients there are no 
graduate nurses. Hospitals are 40% under- 
staffed in physicians; 15,000 more psychia- 
trists are needed ; 37,000 patients in 29 hos- 
pitals have no psychiatrists, and 2,000 pa- 
tients are in 5 hospitals which do not employ 
a full-time physician. There is overcrowding 
20-30% in 70% of the hospitals, and 50% 
overcrowding in 8% of the hospitals. 

Treatment can scarcely be said to exist for 
the majority. It is mostly care and custody. 
Mass methods, herding and regimentation, 
are the rule. Forty per cent of hospitals do 
not have insulin treatment available because 
of inadequate staff. Individual treatment, 
personal contact, and conference, the key- 
stone of modern psychiatric treatment or psy- 
chotherapy are absent except in the rarest in- 
stances. Hospitals are located far from cen- 
ters of population, and the staff has difficulty 
living a normal family and community life in 
such isolation. Rehabilitation and follow-up 
care to prevent recurrence of over 100,000 
readmissions each year are about nil. 

Factors Contributing to the Neglect of the 
Mentally Ill_—Why have these conditions de- 
veloped? What factors have contributed to 
the neglect of the mentally ill? The neglect 
has been partly because mental iliness with its 
suffering, its excesses, and irrationality is un- 
pleasant. Institutions and hospitals are located 
in the country and isolated. Out of sight is 


out of mind. Superstition, fear, irritation, 
guilt lead us to separate ourselves from the 
mentally ill. There is ignorance and confu- 
sion as to the nature of emotional and mental 
illness. Partly, too, it is due to the persistence 
of religious ideas which considered the men- 
tally ill to be inhabited by evil spirits and 
thought of illness in part as moral weakness. 
Scientific concepts and their social reflections 
have belittled man in the scheme of things 
and, through its ernphasis on determinism, 
created an attitude of fatalism and futility. 

The present plight of Western man so- 
cially, economically, internationally, and psy- 
chiatrically cannot, I believe, be properly 
appreciated without reference to historical 
perspective. Copernicus, Galileo, and Kepler 
removed the earth from its dominant position 
as the center of the universe. Darwin dis- 
placed man from his favored, providential 
position of isolation from nature and related 
him to his mammalian ancestors. Freud, in 
the popular conception, dissolved the mind of 
man into a series of complexes and reflexes— 
the human being acting according to laws of 
causation and determinism. Scientific inven- 
tions and the rise of the new mercantile and 
bourgeois classes created the industrial revo- 
lution. Industrialization required urbaniza- 
tion. Urbanization created many social prob- 
lems. A new middle class, the envy of 
laborers, intensified drives for achievement 
and improvement of status, class conscious- 
ness and struggle, slums, discontent with liv- 
ing conditions, and group organizations such 
as unions and their weapon of strikes against 
large industrial amalgamations or corpora- 
tions. There was disintegration of family 
life, lack of respect for authority in many 
spheres, at the same time tendencies toward 
dependency—the avoidance of individual re- 
sponsibility—and demands for government- 
provided security. Individual acquisitiveness 
and desire for power, the sharpening of con- 
flicts stimulating the primitive in man, fear 
and hostility, the extension of these to inter- 
national levels, heightened emphasis on na- 
tionalism and war. 

The scientific discoveries of the eighteenth 
and nineteenth centuries swept us off our 
feet. Man became lost in the shuffle and was 
borne along mechanically by these impersonal 
forces. Mind was an adventitious irrele- 
vance, a pulse or troublesome itch of matter, 
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an echo in the whirl of molecules, an epi- 
phenomenon, something with a superficial, 
phantasmic existence, but with no causal 
relevancy. 

In industry man mechanically acquired the 
value of a commodity, a source of power, a 
unit in the labor market. The inexorable law 
of supply and demand determined his useful- 
ness and opportunities. The whirl of ma- 
chinery with man as an accessory gadget, the 
impersonal, mechanical struggle for survival, 
were the supreme values—the dogma of sci- 
ence substituted for the dogma of religion. 
Man’s destiny was to accept the inevitable. 
It was natural law. Hence, the mind, feel- 
ings, needs, desires, sentiments, dreams were 
washed away by the great mass movement of 
materialistic mechanisms. The dignity of the 
individual was no concern of natural law nor 
the economic law of supply and demand. 
Adam Smith and Malthus enunciated laws to 
which the individual had to succumb. Laissez- 
faire, freedom to struggle, power, success 
were key words at the turn of the century. 
Self-assertiveness, ruthlessness were encour- 
aged. Success was a sign of divine approval. 
Philosophy became materialistic, hedonistic, 
or cynical. 

Education concentrated on technological 
proficiency. Literature, art and the drama 
turned realistic, which meant portrayal of the 
primitive, the morbid, and the visceral. For- 
tunately there has come a revolution in sci- 
entific conceptions and much of our economic, 
social, and philosophic thinking has become 
anachronistic and dated. All this devaluation 
of man and the sense of fatalism and futility 
that went along with scientific determinism 
contributed to a sense of hopelessness in deal- 
ing with the mentally ill. But fortunately new 
ideas are on the march. 

What the A.P.A.Is Doing to Combat Diffi- 
culties —What is psychiatry doing for this 
deplorable situation? American psychiatry 
has been counteracting these cultural tenden- 
cies to minimize the worth of the individual, 
and through The American Psychiatric Asso- 
ciation has developed many constructive ac- 
tivities to this end, of which many of you are 
aware. 

It is making every effort toward recruit- 
ment of personnel. The American Psychiatric 
Association has doubled its membership since 
the war. More money needs to be available 
for fellowships for training in the medical 


schools, for the establishment of modern edu- 
cational training programs in hospitals. This 
attracts men of calibre. Appeals are made 
for enlarged headquarters, to pay adequate 
salaries, to increase personnel, and enlarge 
building facilities. Efforts are continually 
made by superintendents to improve living 
conditions. Hospital Institutes are held 
yearly. This is an effort of harassed, fatigued 
administrators of mental hospitals to pool in- 
formation and try to discover better ways of 
improving personnel and limited facilities. 

An inspection board is gathering data to 
rate hospitals and afford accurate informa- 
tion to the public, so that the public and legis- 
lators will know from careful study how sub- 
standard and inhumanitarian mental hospital 
facilities are—scarcely 25% can be tempo- 
rarily approved. Certification boards of hos- 
pitals, psychiatrists, and more recently of hos- 
pital administrators are working to improve 
standards. The A.P.A., through the Medical 
Director, is making surveys of state mental 
health facilities and offering constructive sug- 
gestions for improving programs. A reor- 
ganization of the A.P.A. has taken place 
so that District Branches, local societies, can 
bring their energies and ingenuity into the 
Assembly, to help the A.P.A. become more 
effective throughout the country. Committee 
activity has become greatly stimulated, cover- 
ing all fields of psychiatric interest. 

The “know-how” is available but public 
support does not supply the facilities. A gen- 
eral survey of factors making for successful 
state mental hospital administration and its 
breakdown (as occurred recently when 3 ex- 
perienced superintendents resigned in one 
state) is promulgated. $500,000 was recently 
spent on a survey of hospital care in the 
United States, making many suggestions for 
improvement of the care of the sick. A simi- 
lar survey should be conducted on the catas- 
trophic problem of the treatment of the men- 
tally ill throughout the country. 

The A.P.A. is fostering extramural psy- 
chiatry to prevent hospital admission, psy- 
chiatry in the general hospital, outpatient 
clinics, the use of group therapy, day hospi- 
tals, “working-out programs,” family care 
facilities, service centers for the counsel and 
treatment of the aged, increased use of psy- 
chiatry in the courts, in industry, and the 

schools and colleges. If mental health is 
thought of as the capacity progressively to 
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approach one’s full potentialities in work, to 
enjoy relationships with families—spouse and 
children—increase relationships with friends, 
to enjoy and be zestful in leisure and recrea- 
tional activities, then one sees a concept of 
mental health, not merely as the absence of 
ulness, but as a level of living that has no 
limit to the degree to which it can be raised. 

And finally research: the A.P.A. with the 
N.A.M.H. and N.I.M.H. is fostering re- 
search. Figures in psychiatry are unbeliev- 
able compared to the other branches of medi- 
cine—6 million dollars for mental illness per 
year and 39, 28, 41 millions of dollars for 
other types of illness which are not nearly so 
extensive. 

Notwithstanding the handicaps psychi- 
atrists work under, discharge rates have in- 
creased from 30-40% to 60-70% in 10 or 15 
years, saving the country millions of dollars. 

Current Concepts and Practices in Psychi- 
atry.—While James and Dewey were chang- 
ing philosophical concepts, Freud and Adolf 
Meyer in the United States were dispelling 
much of the fog of pessimism, futility, and 
confusion in which psychiatry had long been 
floundering. Mental diseases were processes, 
stages of development, which sometimes 
could be influenced constructively. Thus psy- 
chiatry took on a new life, was a new ad- 
venture, became a challenge to which were 
attracted increasing numbers of physicians. 
It progressed from descriptive classification 
and custody to dynamic understanding and 
psychotherapy. It concentrated on the indi- 
vidual, not on disease. 

The new science while it has bewildered 
and shaken us out of our complacencies and 
certainties has also released creative oppor- 
tunities. It recognizes change and novelty, 
unpredictability, and the possibility of new 
principles of organization. It does not stand 
for dogmatism and determinism. 

Heisenberg’s uncertainty principle and 
Planck’s quantum theory perhaps have rele- 
vance for psychiatry. Processes sccur spo- 
radically, independently, in spurts, which are 
inherent in the nature of the world. There is 
no reason to believe we have reached the ulti- 
mate in psychiatric theory and practice in any 
of the different schools of psychiatry. Even 
psychoanalysis which has made the greatest 
contribution to psychiatry will change and be 
modified, I believe. We are in the beginnings 


historically. Thus we are free to explore, to 
try new methods in treating patients. 

Psychotherapy.—Psychotherapy has cer- 
tain aspects or modes which are, I believe, 
inadequately recognized or implemented, in 
addition to the classical methods of suppor- 
tive therapy, exploration, psychoanalysis, all 
of which I personally use when apparently 
appropriate, in addition to the shock and 
chemical therapies(1, 32, 39). Psychotherapy 
appears to me as a creative social experience 
allied to aesthetic experience, in which oppor- 
tunities are afforded for: (1) releasing the 
latent life impulses (eros, libido, élan) of the 
individual; (2) lessening the destructive 
forces of excessive fear and hate, thus (3) 
allowing the creative forces to express them- 
selves again through intellectual, realistic, 
and social channels. 

This movement or process does not pro- 
ceed first and basically by intellectual reason- 
ing and logical discussion. It cannot be pro- 
pelled by logic because the moving forces of 
malignant hate and fear, conflicting with the 
life impulses of eros, have blocked, distorted, 
or paralyzed the rational forces. You can’t 
make people rational, but you can help their 
growth into rationality. It is by techniques of 
handling these basic impulses of Eros, Than- 
atos, and Fear that the intellectual, perceptive, 
and directive forces are released. Much ex- 
periment is going on at present as how best 
to manage these primitive impulses and feel- 
ings. There is much success. Even physical 
and clinical methods such as electroshock, in- 
sulin, and lobotomy have to do with lessening 
the intensities of the primitive emotions and 
feelings, in order to release the submerged 
intellectual and reality functions. There is 
need of much research in methodology as 
well as conceptualization. 

The conflict is basically Love versus Hate 
and Fear, or the Constructive versus the De- 
structive. This process usually takes place 
subtly, unwittingly, unconsciously. The dis- 
tortions, displacements, substitutions of the 
various compensatory or defensive mechan- 
isms are ramifications and complexities of 
this basic process. Freud’s penetrating genius 
has given us paradigms of development and 
defense. 

Experience has produced these blocks and 
distortions unconsciously in the majority of 
instances. New experience is required, there- 
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fore, to overcome this disturbed emotional 
homeostasis. 

New experience—planned new experience 
—which may be called psychotherapy, con- 
sists in providing opportunities, setting the 
stage for the dissipation of the malignant in- 
tensities of fear and anger, anxiety and hos- 
tility, to constructive and realistic propor- 
tions, and for the life impulses to reassert 
themselves. 

This process of reorganization, I believe, 
is largely unconscious, at least in its earliest 
and critical stages. In the most severe dis- 
turbances, whiether neurotic or psychotic, the 
malignant emotional intensities and defenses 
prevent rational communication between phy- 
sician and patient and yet improvement 
appears. 

It is by offering opportunities for emo- 
tional excesses to express themselves, expend 
themselves, and lead to further dissatisfac- 
tions that generally they become dissipated. 
Other explorations are tried unconsciously, 
that is spontaneously and not deliberately. A 
sorting takes place, again unconsciously, in 
which new impulses, activities and tentative 
explorations involve feeling gratifications. By 
degrees, by infinitesimal successes and re- 
verses, in an appropriate environment, con- 
structive growth impulses appear and futile 
destructive impulses lessen. 

The therapist with his attention, attitudes, 
and words attempts to repeat the conditions 
of normal wholesome development of the in- 
fant or child. It is not explanation, reason- 
ing, advice, or direct verbal manipulation that 
affords the opportunity of growth. The atti- 
tudes that mature parents exhibit toward in- 
fants and children allow growth impulses to 
develop and fear and anger to assume gradu- 
ally their proper proportions for survival. 

The patient becomes a partner in therapy. 
He becomes a prospector or explorer collabo- 
rating with the therapist in the search for 
health. It is similar to the athlet.s getting into 
condition. It is a toughening :perience. It 
is prospecting into the areas of phantasy, 
imagination, impulse, feeling, emotion, phys- 
iological, visceral, and skeletal responses and 
activities. The primitive personal pushes may 
carry the patient into the infernal regions and 
all the therapist can do is report, carry on, 
and share in this experience. The doctor’s 
presence, ‘1/3 interest, the kindly questions, 


the togetherness, the obvious sharing and 
identification with the suffering patient sup- 
ports the patient and enables him to carry on. 
The sharing can be with such togetherness 
that individuality seems to disappear or is ir- 
relevant in the totality of the experience. It 
is sometimes said that nature has no divi- 
sions. One feels this in certain other experi- 
ences such as listening to Bach or Katchatur- 
ian. Individuality is almost irrelevant. There 
is falling down and rising up, crime (in phan- 
tasy) and folly, passion and remorse, failure 
and success, generosity and indulgence, ideal- 
ism and cruelty, sin and forgiveness, heaven 
and hell. One realizes that one is with a pil- 
grim and is a pilgrim too. It matters not 
whether he is saint or sinner. Error is inno- 
cent. Failure is inevitable, yet incidental— 
not final. The present is the thing. Life lies 
in the pursuit, not always in attainment. It is 
in the unflagging striving that healing comes. 
The psychiatrist’s presence and attitudes keep 
effort alive. Santayana(31) in his essay on 
Faust gives in many places a description not 
only of Faust but of the experience that 
every psychiatrist with desperately ill patients 
must live through with him. It is the trials 
that develop capacity, this shared, slogging 
experience, not alone what is said. 

Frequently one says very little. One ex- 
periences together compassion anc irony 
which Anatole France in his Garden of Epi- 
curus indicates are elemental patterns in the 
structure of life. . . . There is human re- 
sponsiveness, sharing, collaborating, partici- 
pating in the journey of prospecting. Lord 
Gray somewhere said, “Nothing so predis- 
poses man to understand, as making him feel 
he is understood.” 

Pascal said, “The heart has reasons, the 
reason knows not of.” The Germans have 
Lieder ohne Worte. So there is much com- 
munication without words. By manner, atti- 
tudes, movements, expression in our face, 
glances, gestures, handshake, greeting, tone 
of voice we can communicate. One can show 
interest, patience, consideration, friendliness, 
willingness to try to help, before one says 
very much or when one says very little. It is 
the attitudes that help healing. 

Life is not a mechanical calculating ma- 
chine—cybernetics notwithstanding. Too 
much calculation spoils the living, the inter- 
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change, as in the fable of the centipede. Much 
psychiatry does this in following a theory, a 
regime, a routine too ritualistically. Therapy 
is not mechanical, merely the discovery of 
facts, the recovery of memory gaps, the 
awareness of correlations. 

There was a patient desperately ill, psychotic, 
lonesome, lost, and bitter. It was before the time 
of electroshock treatment. She had been deserted 
by her spouse and children. Sedatives except in 
sleep-producing dosages, gave 10 relief. There was 


agitation but some communication was possible. —. 


Nothing more was to be said from the point of view 
of understanding and insight. She was in a panic. 
The only recourse was medication for sleep or. . . . 
I went to my office, opened a copy of Thornton 
Wilder’s Woman of Andros and read one half-hour 
to her about the reflections on life of the heroine, 
Chrysis, as she approached death(44). “(Chrysis 
raised herself on one elbow and] her hands opened 
and closed upon the cloths that covered her .. . as 
she said, ‘I want to say to someone . . . that I have 
known the worst that the world can do to me, and 
that nevertheless I praise the world and all living. 
All that is, is well. Remember some day, remember 
me as one who loved all things and accepted from 
the gods all things, the bright and the dark. And 
do you likewise. Farewell.’” 

In her words were healing—the beauty and 
tragedy of the scene, as Chrysis faced death so 
heroically without bitterness, in the midst of pain. 
It brought meaning, atonement, forgiveness, and 
healing to my patient. This did not come from 
understanding the dynamics of her condition. This 
shared experience of high aesthetic quality enabled 
her to rise above personal sorrow, to accept the pain 
of universal suffering which is the world’s lot, 
assimilate it without bitterness and move on to 
other areas of normal living and health. 


The patient identifies with the psychia- 
trist’s approach to reality, his way of looking 
at things as revealed through his questions. 
There are ways of approaching trouble and 
tragedy, questions to be asked and consid- 
ered. The therapist is not perturbed. There 
are feelings that can be lived through—as in 
the Woman of Andros. 

In certain cases it is helpful to explore 
through the devious ways of development 
and disturbing dynamics ; the patient can see 
and recognize the distorting effects of trans- 
ference, displacement, and the like. Emotions 
are identified—their origin, development, 
ramifications, and correlations reviewed and 
recognized. 

In some cases this new recognition may be- 
come the stimulus to try new patterns of be- 
havior. However, many patients go through 
variations of the transference, use it con- 


structively, move out of it, and later live 
healthy and constructive lives without having 
recognized what was taking place and with- 
out putting it in words. 

Limitations and Frustrations —A number 
of comments concerning factors limiting the 
effectiveness of therapy are recorded. Many 
people are delayed in progress if one tries to 
force them to put processes and feelings into 
words ; they become frustrated, inhibited, or 
confused. Many people are nonverbal; they 
are’ hand-minded. Artists may have great 
difficulty putting things into words and form- 
ing concepts. 

Insight is valuable sometimes but not uni- 
versally. In some psychotic, prepsychotic, or 
severely neurotic conditions, it may be tragi- 
cally destructive. It certainly is a comfort to 
the physician in many cases, perhaps more so 
than to the patient. In general, the therapist 
feels that if there is insight there is less likeli- 
hood of recurrence. However, many patients 
have insight but no cure. Others, the greater 
number I believe, have cure without insight. 
There are instances of spontatieous cures. 
The paucity of insight in many patients who 
have been analyzed has impressed me. The 
ready verbalization and conceptualization of 
many patients still ill is frequently observed. 
Insight, it seems to me, is more often an 
indication of improvement than a tool of 
therapy. Note should be made of the differ- 
ence between the helping or therapeutic atti- 
tude and the investigative attitude—a com- 
mon confusion in psychiatry. 

The aesthetic experience in art, in litera- 
ture, in life, in psychotherapy has validity as 
well as the intellectual. The therapeutic ex- 
perience has much in common with aesthetic 
experience. A constructive therapeutic hour 
gives the patient and the therapist a feeling 
of a creative experience, not unlike hearing 
the Passacaglia of Bach or seeing the movie, 
Lili. Lili was not saved by reasoning, but by 
constructive human contacts and impulses. 
As she started to climb the ladder of self- 
destruction she responded to the puppets’ in- 
terest in her, when they got her participating 
in activities, when they insisted on going 
along with her when she left. There was in- 
terest, participation, activity, togetherness, 
creative contact, which saved two lives. And 
it was not reasoning and intellectual under- 
standing that accomplished the healing. 
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Again with Jean Valjean in Hugo’s Les 
Misérables, it was not reasoning that changed 
the whole direction of his life, but his emo- 
tional experience with the benevolent bishop. 
It was love. 

In Dostoievsky’s Crime and Punishment 
Raskolnikov won his salvation not by discus- 
sion but in the warm responsive devotion of 
Sonia. Their relationship was creative(9). 
And Pierre, in Tolstoy’s War and Peace has 
many observations that bear on a therapist’s 
relations with a patient. Pierre speaks of the 
impossibility of changing a man’s convictions 
by words, of his sympathy for the peculiari- 
ties of each individual, and of how he had 
found inner harmony not by reason or 
through thinking things out but by his ex- 
periences and sufferings, and through his 
friendship with Karataev( 41). 

De Quincy’s words seem pertinent. 

‘No complex or very important truth was ever 
transferred in full development from one mind to 
another; truth of that character is not a piece of 
furmiure to be shifted; it is a seed which must be 
sown, and pass through the several stages of 


growth. No doctrine of importance can be trans- 
ferred in a matured shape into any man’s under- 


standing from without; it must arise by an act of 
genesis within the understanding itself. 


Literature has been greatly neglected as a 
source of understanding in psychiatry and 
psychotherapy. Plato and the Socratic dia- 
logues have given me great help in my pro- 
fessional work: the searching quest, the lack 
of dogmatism, the importance of tolerance, 
recognition of other peoples’ points of view, 
and interest in others. 

This discussion of psychotherapy should 
not fail to emphasize the great importance of 
the personality of the psychotherapist, not 
only his knowledge, experience, and training. 
The significance of transference and identifi- 
cation is recognized. Objectivity, neutrality, 
passivity, impersonality are important but 
they should be scrutinized. They can be in- 
appropriate and harmful. The personality of 
the therapist often shines through methodo- 
logical maneuvers and is often perceived in- 
tuitively by the patient. Psychiatrists have 
differing results with the same ideology and 
techniques. 

Much of psychotherapy, it seems to me, is 
too conscious, too intellectual and conceptual, 
too verbal and reflective, too formalized, and 
too artificial, obsessive and sophisticated. It 


is authoritative, dogmatic, regimented, and 
ritualistic. It neglects feeling impulses, sub- 
verbal and physiological communications. 
The spontaneity of human responses and hu- 
man potentialities are often not capitalized 
upon in trying to put feeling into words. Ser- 
endipity and the circumstances of life at 
times produce changes that elaborate thera- 
pies do not seem to touch. There is a tend- 
ency to be deductive rather than inductive 
and experimental. Much therapy tries to 
make a sophisticated mature adult out of an 
infant or child. 

Dichotomies in psychiatry should be men- 
tioned. There are the psychiatrists who use 
electroshock very frequently and others who 
employ psychotherapy almost exclusively. It 
is easy for psychiatrists using shock to ne- 
glect psychotherapy. The psychotherapists at 
times overlook opportunities when shock 
would be helpful. In personal attitudes these 
psychiatrists often look down on one another. 
You cannot see eye to eye with a person you 
look down upon. We need more “looking 
eye to eye” in psychiatry. As in so many 
things, “either-or” thinking is an artificial at- 
tempt to simplify. 

Similar thoughts apply also to the dis- 
tinction between organicists and psychoge- 
neticists. Dogmatism with regard to the 
dichotomies of etiology and therapy and com- 
partmentalization of psychiatry into different 
schools are confusing to the public(39). 
Should we not teach, train, think, study, and 
do research on a holistic basis, not emphasize 
alone physiology or psychology. 

The Field Theory of causation points to 
consideration of a constellation of etiological 
factors in the totality of the reactions, not 
employing the linear concept of several ele- 
ments as causal and the search for and em- 
phasis on a few elements(5, 14). This con- 
cept or guide for thinking points to heredity, 
physiology, chemistry, personality develop- 
ment, to educational, social and cultural fac- 
tors—a multiplicity of factors to be consid- 
ered in the generation of emotional or mental 
illness and also in their therapy. This is com- 
prehensive psychiatry. The zest and enlight- 
enment which have come from different 
points of view has often led to one-sided en- 
thusiasm and antagonism towards other 
schools of thought, and to artificial dichoto- 
mies in conceptualization and treatment. 
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There are rigid rules of regimented prac- 
tice, concepts, and theory. One rigid method 
is frequently prescribed for the greatest va- 
riety of psychiatric conditions. 

There is too much name-calling, which 
used to be applied to Kraeplinian descriptive 
psychiatry. One school of thought may be 
called superiicial, another conservative. This 
one is rigid, controlling, classical, and his- 
torical ; that one flexible, experimental, radi- 
cal and revolutionary. This one is described 
as vaguely eclectic. One school emphasizes li- 
bido and its development, another hostility. 
One builds its theory on basic anxiety. An- 
other uses conscious analysis, reasoning and 
even exhortation. This one relies too much 
on anthropology and religion. Many, per- 
haps all, rely on serendipity. All this is un- 
derstandably disturbing to many young psy- 
chiatrists and to the public. As a matter of 
fact, results of different intellectual formulas 
do not seem to show significant differences in 
therapeutic efficacy. 

Most groups do not recognize the selec- 
tivity of observation, emphasis, and interpre- 
tation. Many are not aware of the dangers, 
fallacies, and imperfections of retrospective 
reconstruction. They would be helped in 
reading Tolstoy on why Napoleon went to 
Moscow. Was it the ambition of Napoleon? 
The idealism of Alexander? The conflict of 
East and West? Or nationalism(41)? Da- 
vidson(8) notes that factors in human nature 
and life “are so complex that they can justify 
almost any hypothesis or prejudice with 
which we start.” 

Observations are selected, eliminated, or 
suppressed, following deductive methods. 
Curiosity, observation and independent think- 
ing are guided and often controlled—proc- 
esses our patients are urged to avoid. Ther- 
apy may become a deductive search for 
confirmation of theory, instead of being flex- 
ible and varied, inductive and individualized, 
according to the needs of the patient. 

Partial remedies for this situation are: 
more objectivity in our studies anid training ; 
more historicity more scientific methods and 
evaluation ; more extension of the ideas of a 
university education in training a psychi- 
atrist. Much of our training is assertion, con- 
viction, indoctrination, rather than education. 
Restriction of interest, curiosity, and spon- 


taneity are constricting, devitalizing, and 
castrating. 

It would be well to ask: what is the proof 
of the value of this type of treatment? What 
is the evidence of that theory? What are the 
results? Have they been subjected to statis- 
tical scrutiny? Are ideological tools being 
used with unwarranted assumptions, personal 
preferences, or just convictions? What do 
evaluation studies as to psychotherapy show? 
What is psychotherapy? Forty experts gave 
forty different answers. Institutes and clinics 
exist where practice is purely psychological, 
where medical examinations, medical super- 
vision, laboratory examinations, neurological 
examinations, the use of drugs are not prac- 
ticed. Psychotherapy and psychodynamics 
have been so emphasized that they are taken 
for the whole of psychiatry. 

Much of this, as you see, represents a plea 
for comprehensive psychiatry, the individ- 
ualization of psychiatric treatment, the intro- 
duction of the scientific method and evalua- 
tion of psychiatry, and the integration of 
psychoanalysis with psychiatry and its pro- 
gressive application to conditions for which 
it was not formerly considered applicable. 

Psychoanalysis has brought the greatest 
contribution in the history of psychiatry ; it 
brought light where there was darkness, or- 
der where there was chaos, and understand- 
ing where there was only description(15). 
It was built up, however, on the model of 
nineteenth-century thinking with regard to 
cause and effect and determinism, a system 
now changed by present-day mathematicians 
and physicists(5, 7). I believe that some of 
these early prepossessions, assumptions, and 
emphases account for some of the failures in 
psychoanalytic and psychodynamic therapy— 
in addition to the fact that younger physicians 
often tend to carry the principles of psycho- 
analysis into the practice of general psychi- 
atry when it is not appropriate and not indi- 
cated by psychoanalytic theory. 

Although classical psychoanalysis has 
taught that its methods are therapeutically in- 
effective in the narcissistic neuroses, there 
have been modifications in the psychoanalytic 
technique(1, 32). They have gained an enter- 
ing wedge into the psychotherapy of schizo- 
phrenia with some success. The significant 
point is that modifications of psychoanalysis 
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can be made, and these modifications appear 
to be effective in some conditions where 
classical analysis, as more narrowly con- 
ceived, is not. 

There are wide variations and differences 
in people and in the reactions they bring to 
treatment. Although one notes a regrettable 
tendency among many psychiatrists to adopt 
a stereot ped therapy. Treatment to be help- 
ful shouid be individualized. The therapist 
should be flexible in his attitude, working 
level, time, duration and frequency of inter- 
view. It cannot be expected that the same 
strategy and tactics will produce similar 
change in an anxiety reaction, obsessive- 
compulsive reaction, and a schizophrenic 
reaction, nor that the same tactics will be 
equally effective in different patients with 
the same reaction type. 

To be sure, psychoanalysis had to develop 
rules and procedures. And regulation was 
necessary to avoid wild analysis, therapeutic 
chaos, and the harmful results of untrained 
and indiscriminate application. But there is 
need for modification, experiment, and free- 
dom of exploration after the student has been 
trained. Psychotherapy is not definitive, 
proven, with rules established for all time. 

Remarks relevant to our psychiatric sci- 
ence are important to quote: Whitehead (45) 
emphasizes repeatedly the “abstracted,” not 
related, therefore partial, nature of tradi- 
tional science. 

Insofar as the excluded things are important, 
your modes of thought are not fitted to deal with 
them. You cannot think properly without the ex- 
cluded things. It is of the utmost importance to be 
vigilant in critically revising your modes of 
abstraction. 

A civilization which cannot burst through its 
current abstractions is doomed to sterility after a 
limited period of progress. The abstractions of 
science are not irreformable and uualterable. 


He goes on to say that one of the difficul- 
ties with professional education is that it pro- 
duces minds in grooves, poised to see and 
contemplate only one set of abstractions. 


The whole is lost in one of its aspects. The task 
is to acquire balance, perspective from wholes, 
togetherness, relatedness, balance and coordination. 


A scientist (Condon) writes: 
Conformity, in the sense of a non-critical adherence 
to some established doctrine, is a deadening thing 
to scientific and intellectual growth on which 
progress depends. 


A mathematician(5) states: 

A science which orders its thought too early is 
stifled. 

Recapitulation.—In conclusion may I pro- 
pose some final questions for your considera- 
tion. Does the visualization of the spin of 
electrons in the diagram, or the tick of the 
Geiger counter registering electromagnetic 
pulses of energy, representing sensory proc- 
esses of vision, touch, and kinaesthetic senses, 
have more validity or reality than the aes- 
thetic experience of listening to Bach’s Jesu, 
Joy of Man’s Desiring, the delight of a beau- 
tiful sunset seen with a friend, the reading 
of Socrates’ search for truth and courageous 
facing of death, the life of St. Francis, or 
the mother devoting herself to her sick chil 
(3)? If we analyze brain into chemical con- 
stituents and energy transformations, does 
this mean that thought, feeling, aspiration, 
loyalty, devotion, and love are not real? They 
also are real aspects of experience even 
though they cannot be weighed or measured. 
How much does loyalty weigh or reliability ? 
What is the therodynamic equivalent of stick- 
ing to a necessary job? What are the radio- 
active equivalents of reliability, responsi- 
bility, devotion to the well-being of society? 
—not that physical measurements are not of 
value. They contribute to the increase of 
material things, and the well-being of people. 
They also advance the possibilities of death as 
was shown at Hiroshima. The knowledge of 
science and its technology can be self-defeat- 
ing and can destroy itself(26). The uses of 
knowledge, and the potentialities of individ- 
uals and groups are the important problems 
of today. What moves people and individuals 
into groups, and when there are difficulties 
and conflicts, how they can be reconciled so 
that the cooperative use of these engines and 
tools can contribute to the health and welfare 
of peoples, not to their destruction ? Research 
on these problems is needed for survival of 
the human race. 

Things, accumulations, knowledge, power 
for what? This brings us to ultimates. The 
value, dignity, use, worth of the individual 
human being—the development of his capac- 
ities and joy in their use is the standard by 
which these can be constructively measured. 
This means, of course, the love and delight 
of family life, friendship, recreation, and de- 
votion to suprapersonal values. 
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The same drama described in the individ- 
ual of constructive cooperation, love-forces 
versus the destructive-forces is going on in 
society and in international relations. How 
can our primitive tribal feelings be expected 
to deal with an international world of indus- 
try and technology where space and time are 
abolished by jet planes, television, and radio? 
We are all neighbors in spite of ourselves. 
International communities are filled with hy- 
pertrophied fear and hate and our creative 
impulses of communication, friendliness, and 
cooperation are often frozen. We are using 
horse and buggy methods and concepts often 
in an atomic age. The world is near a social 
psychosis, war. The same principles involved 
in ameliorating destructive impulses of indi- 
viduals in psychotherapy can be used profita- 
bly in international contacts, conferences, and 
relationships. It is possible to solve conflicts 
by discussion, compromise, and mutual agree- 
ment without the use of destructive hate and 
the use of arms. New creative principles ap- 
peared when Norway separated from Swe- 
den, in Gandhi’s leadership in the independ- 
ence of India from Britain, and the freedom 
of Cuba and the Philippines from the United 
States. 

Psychiatry emphasizes the individual, as 
Socrates first did, in Western culture and 
tries to develop his constructive social capac- 
ities, believes in education for citizenship, 
the devotion of one’s energies, intelligence, 
and skill not only to work and labor and the 
enjoyment of its fruits, but also to construc- 
tive and satisfying social relationships in the 
family, in the community, in the nation, in 
the world. 

Religion and Psychiatry.—The urgencies, 
emphases, and practice of psychiatry are al- 
lied to religion which is the cultivation of the 
well-being of the individual—or salvation— 
and the conservation of social values. Psy- 
chiatry is thus not antireligious. 

The mature citizen is one who finds his in- 
dividuality, expresses it, delights in it, in per- 
forming services which are contributing, nec- 
essary, and acceptable to society. This is the 
goal of any psychiatrist in his practice. 

The new methodologies of psychiatric 
practice have released thousands of patients 
from the chains of hopelessness and futility 
in which many were imprisoned. Planck, the 
physicist, believed integral principles are 
demonstrations of purpose in the universe 


(23, 27). Schrédinger(33, 36) believes that 
centres of organization are each part of a 

universal spiritual whole. Finally Einstein 
(2) writes: 

My religion consists of a humble admiration of the 

illimitable superior spirit who reveals himself in 

the slight details we are able to perceive with our 

frail and feeble minds. That deeply emotional cor:- 

viction of the presence of a superior reasoning 

power, which is revealed in the incomprehensible. 
universe, forms my idea of God. 


Personal influence cannot be minimized in 
society. Of the great contributors, the great 
benefactors of the human race—Confucious, 
Lao Tse, Buddha, the prophets of Israel and 
Judah, Zoroaster, Jesus, Mohammed, Socra- 
tes—as Toynbee points out, not one belonged 
to the five living civilizations. Civilizations 
have risen and died but the influence of these 
men continues to shine forth like a beacon. 

Gandhi continues to be a constructive in- 
fluence in the world. He helped, by a remark- 
able combination of religion and social wis- 
dom, to minimize the destructive elements in 
the world(13). We waited five hundred 
thousand years for a Gandhi and a Schweit- 
zer. We need not be discouraged. 

Personal relationship can be of creative im- 
portance. It comes from high personal re- 
gard for the human personality—its worth, 
use, dignity, and potentialities. Psychiatry 
tries to help man to trust their fellow men as 
brothers. As Niebuhr(8) sees it: 

It is the function of religion not only to inspire men 


to trust each other, but to cultivate the type of 
personality that is worthy of trust. 


Just as War and Peace discusses the whys 
and wherefores of cosmic crisis, so does the 
prologue in Thomas Hardy’s(18), The Dy- 
nasts. “What of the Immanent Will and Its 
design ?” asks the Shade of the Earth. The 
Spirit of the Years replies, “It works uncon- 
sciously. . . . Whose patterns . . . seem in 
themselves Its single listless aim.” The Pities 


‘ask, “May be. . . sublunar shocks may wake 


Its watch. . . . We would establish those of 
kindlier build, In fair Compassions skilled.” 
The Spirit of the Years replies, “See, then, 
and learn... .” 

This states the cosniic challenge which we 
all must face. This is a religious problem as 
well as one for psychiatrists. To labor that 
unconscious strivings and “artistries in Cir- 
cumstance” may be shocked out of their un- 
consciousness and help establish as the Pities 
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say, “those of kindlier build.” .. . “See, 
then and learn” and try to “swerve the pul- 
sion of the Byss. . . .” 

There are forces of devotion, idealism, 
contribution in the world—constructive 
forces—a Pewer, not ourselves, that makes 
for Righteousness, as Matthew Arnold ex- 
presses it....And William James has 
spoken of the problem of religion as being the 
conflict between the constructive and destruc- 
tive forces in the world. Man’s is the choice 
as to which force he will sustain and advance. 


NOTE 


Preparation of the biography of the president, 
which regularly follows the presidential address, has 
been unavoidably delayed. It will appear in one of 
the forthcoming issues of the JouRNAL. 
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WILLIAM H. HAINES, M.D., F. A. P. A.; LOUIS J. REGAN, M.D., LL. D.; 
GREGORY ZILBOORG, M.D., F. A. P. A.® 


The problem of privileged communivation, 
especially from the viewpoint of psychia- 
trists, is exceedingly complex, and was dis- 
cussed in a comprehensive fashion at the 
1953 meeting of The America Psychiatric 
Association in an afternoon symposium at 
the meeting of the Legal Aspects Section. 

The discussions were outstanding, but 
some overlapping developed. Obviously, the 
beginning paper, having first crack at the 
field, is reproduced almost in its entirety, and 
the other excellent presentations have been 
edited to avoid repetition. 


SYMPOSIUM ON PRIVILEGED 
CoMMUNICATION 


The claim of privilege for a communica- 
tion may be made for two very different rea- 
sons: (1) It may be asserted as a defense to 
a civil action or a criminal prosecution, such 
as libel or slander. (2) It may be urged as 
a reason for nondisclosure. The doctor might 
have occasion to make use of the first, as for 
example, if he had innocently made an untrue 
defamatory state:aent in a confidential reply 
to a letter asking about the qualifications of a 
person seeking employment as a receptionist. 
He is more likely, however, to be concerned 
with the second. Medical ethics, dating back 
to the time of Hippocrates or before, has 
sealed the doctor’s lips as to the professional 
secrets of his patients except in one regard. 
He is a loyal citizen, as well as a physician, 
and if the law of the land requires disclosure 


1Dr. Douglas M. Kelley, Professor of Crimi- 
nology, University of California, Berkeley, has 
kindly provided this summary. 

2 Professor of Criminal Law, University cf Cali- 
fornia, Los Angeles, Calif. 

8 Vice-president, International Association Chiefs 
of Police, Chief of Police, Berkeley, Calif. 

# Director, Behavior Clinic of the Criminal Court 
of Cook County, Chicago, III. 

5 Professor of Legal Medicine, College of Medical 
Evangelists, Los Angeles, Calif. 

6 Psychiatrist, New York, N. Y. 


in some extreme situation, his duty to the in- 
dividual patient is overridden by his larger 
duty to the government. It may be, however, 
that the law itself requires nondisclosure al- 
though the truth of the matter involved is im- 
portant for the decision of a case on trial. 

This is what is referred to herein as the 
“extreme privilege.” It was recognized by 
the common law at 3 points only: (1) The 
attorney-client relation, (2) the marital rela- 
tion, and (3) state secrets (if this term be 
given a broad meaning). The attorney-client 
privilege grew out of the ancient rule that 
did not permit a party to be called as a wit- 
ness in any case, and developed together with 
the more basic privilege against compulsory 
self-incrimination. One must not be com- 
pelled to convict himself either by his own 
lips or by the lips of his counsel. The marital 
privilege has the same foundation because of 
the early common law theory that man and 
wife were one for most legal considerations. 
The reason for the protection of state secrets 
is obvious. 

No such reasons were found in the physi- 
cian-patient relation. And while the privilege 
of confidential communications within this 
relation was recognized for other purposes, 
it did not permit nondisclosure of matters 
needed to be known in order that a case on 
tr.al might be decided properly. 

As this extreme privilege was not rec- 
ognized by the common law, in the physi- 
cian-patient relation, it is not found in the 
“common-law countries” unless it has been 
established by express provision of statute. 
Unless there have been recent changes in this 
regard no such statutes will be found in Eng- 
land or in Canada. If such an extreme privi- 
lege is recognized in other countries it is by no 
means general, at least in the sense that we 
understand it. In Germany and Austria, for 
example, the doctor is not only required to 
testify in criminal cases but is obliged to no- 
tify authorities of any case in which he sus- 
pects homicide, for example, This was true 
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iong befoie the Nazis came into power. And 
in Austria, at least, while the physician may 
refuse to disclose a confidential communica- 
tion in a civil case, it is entirely a matter of 
his discretion and not, as with us, a privilege 
of the patient. 

_ Although the common law did not extend 
this extreme privilege to the physician-pa- 
tient relation a statute to that effect was en- 
acted in New York well over a hundred years 
ago. This lead was followed in many juris- 
dictions and now some statute of this nature 
will be found in almost two-thirds of the 
states. Unless there have been recent changes 
there is still no such legislation in 17 states 
including all of those in New England ‘(Ala- 
bama, Connecticut, Delaware, Florida, Geor- 
gia, Illinois, Maine, Maryland, Massachu- 
setts, New Hampshire, New Jersey, Rhode 
Island, South Carolina, Tennessee, Texas, 
Vermont, and Virginia). 

The wording of these statutes differs al- 
most from state to state but in many in- 
stances this does not result in a difference in 
substance. There are, however, some basic 
differences in the provisions found. 

At one extreme is the North Carolina stat- 
ute. This statute gives the privilege with a 
proviso to the effect that the presiding judge 
of a superior court may compel such dis- 
closure if in his opinion this is necessary to 
a proper administration of justice. This is 
no more than a statement of the common law 
except that the power to override the privi- 
lege is limite to the presiding judge of a 
superior court. Without any legislation on 
the subject the court would not require dis- 
closure of such a communication unless satis- 
fied that it was necessary to a proper decision 
of the case. 

Next in order should be mentioned those 
statutes which grant the privilege in civil 
cases only. These do not permit nondisclo- 
sure by the doctor in a criminal case in 
which the information is needed, but the law- 
makers have sometimes invited litigation as 
to the result of their efforts. For example, in 
California the provision with reference ‘vo 
privileged communications grants th:> privi- 
lege only in civil cases, so far as the physi- 
cian-patient relation is concerned. But the 
provision in the Penal Code says that the 
rules for determining the competency of wit- 


nesses in civil actions are applicable also to 
criminal actions unless otherwise provided in 
that code. And there is nothing in the Penal 
Code which provides otherwise as to the doc- 
tor. It is clear that the legislative intent was 
to grant the privilege in civi' actions only, 
and this would no doubt be the irterpretation. 
But a very literal construction of the statutes 
would apply the same rule in a criminal case. 

In considering whether the privilege is 
limited to civil cases or extends also to crimi- 
nal prosecutions it is necessary to keep in 
mind our dual system of government. A state 
statute relating to the admissibility of evi- 
dence does not apply in the federal court un- 
less it has been adopted by the federal law. 
Rule 26 of the Federa! Rules of Criminal 
Procedure adopts the common law as to the 
privileges of witnesses except where provided 
otherwise by Act of Congress. As the ex- 
treme privilege was not recognized by the 
common law in the physician-patient relation, 
and is not granted by any Act of Congress, it 
follows that it does not exist in a criminal 
case prosecuted in the federal court, without 
reference to the particular state in which the 
court is held. Rule 43a of the Federal Rules 
of Civil Procedure, on the other hand, adopts 
the rules of evidence of the state in which the 
trial of a civil case is held, except as other- 
wise provided by federal law—and there is 
no conflicting provision with reference to the 
physician-patient privilege. 

In brief, this privilege exists in a civil case 
in almost two-thirds of the states, whether 
the case is in a state or a federal court. In 
most of these same states it exists in a crimi- 
nal case also, if it is in a state court, but it 
does not exist anywhere in a criminal case 
prosecuted in a federal court. 

Insofar as civil cases are concerned, the 
chief differences to be found in states whose 
statutes recognize this privilege arise in (1) 
cases involving multiple witnesses or (2) 
those after the death of the patient. In 
some of the statutes it is expressly provided 
that if the plaintiff in an action for personal 
injuries, or on an insurance policy, calls any 
doctor as a witness this waives his privilege 
as to any doctor consulted by him with ref- 
erence to the same injury or disease. If the 
statute is silent on this subject it is inter- 
preted to reach the same result in some states 
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whereas in others the patient is held to have 
a privilege which can be waived as to one 
such doctor without waiver as to others. 

It is recognized that the phvsician-patient 
privilege survives the death of the patient. 
Some statutes specify who has the power to 
waive the privilege in such a case, or those 
circumstances in which disclosure is per- 
mitted because deemed to be in .ne best in- 
terests of the deceased, so to speak. Some 
forbid only such disclosures as might tend to 
disgrace the memory of the deceased patient. 
The interpretations of statutes silent in this 
regard are not in accord. The extreme posi- 
tion is that the privilege is too strictly per- 
sonal to permit any waiver after the patient 
is dead. 

These statutes or interpretations with ref- 
erence to post-mortem disclosures apply also 
in criminal cases. There is little dissent from 
the view that a disclosure is not barred if it 
relates to a crime of which the deceased pa- 
tient was a victim. In criminal cases it is im- 
portant to bear in mind also that where this 
privilege has been established by statute it 
has been to promote ends deemed socially de- 
sirable, and not to aid in the commission of 
crime. Hence the privilege does not extend 
to a communication made in the effort to pro- 
cure the commission of a crime—such as an 
unlawful abortion or the unlawful purchase 
of a narcotic drug. Some statutes expressly 
mention this exclusion but this should not be 
necessary. Even the ancient attorney-client 
privilege will not bar disclosure of a com- 
munication made to a lawyer by one seeking 
advice in regard to a crime to be committed 
in the future. 

Where this privilege has been established 
by statute it applies only to information ob- 
tained in confidence as a result of the physi- 
cian-patient relation. The mere fact that a 
doctor sees a person who is sick or injured 
does not establish such a relation. It might 
be mere coincidence that one happened to be 
where he could observe the other. And if a 
doctor examines one person at the request of 
some other (under court order for example), 
and with no thought of giving medical or sur- 
gical treatment or advice, there is no physi- 
cian-patient relation between the two and the 
privilege does not apply. Furthermore, the 
existence of such a relation has no bearing 


upon knowledge which comes to the doctor 
from an entirely different source. And even 
information coming to the doctor in his medi- 
cal treatment or advice, is not within the 
privilege if it was not given in confidence. A 
communication is not protected, for example, 
if it was made to the doctor within the known 
hearing of a third person whose presence 
was for some purpose other than to aid the 
doctor in his professional work, or to aid or 
encourage the patient. The presence of a 
third person who is there to aid the doctor, 
or to aid or encourage the patient, does not 
make the statement “public” so as to destroy 
the physician-patient privilege, but the cases 
are not in accord in regard to the third per- 
son. Some hold that this person cannot be 
compelled to disclose the communication 
while others reach the opposite result. This 
is particularly important in states that do not 
extend the privilege to include the nurse- 
patient relation. The prevailing view seems 
to be that even in such states the nurse cannot 
be compelled to disclose information she re- 
ceived from the patient while she was assist- 
ing a doctor, but there is some authority to 
the contrary. It is proper to add that a special 
rule applies when a person has been ex- 
amined at the request of his lawyer for some 
purpose within the attorney-client relation. 
The doctor should not disclose anything 
learned by this examination without the con- 
sent of the person examined because, by the 
sound view, this is within the protection of 
the attorney-client privilege, and hence is rec- 
ognized even in the absence of statute. The 
person may express his consent through his 
attorney. 

It is necessary to mention some differences 
in the wording of statutes other than those 
so far considered. Some, for example, speak 
in terms of communications to a doctor by 
one seeking professional advice while others 
add also any information acquired in attend- 
ing the patient. These should be held to have 
the same meaning because 2 “communica- 
tion” may be made by permitted observation 
as well as by word of mouth. Some of the 
enactments include within the privilege the 
advice given by the doctor to the patient. This 
should be held to be included, even if not ex- 
pressly mentioned, because what the doctor 
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has learned is not kept in strict confidence if 
the advice he gave is disclosed. 


In general the statutes limit the disqualifi- 
cation to such information as was necessary 
to enable the doctor to prescribe or act for the 
patient. This of course is not lirnited to the 
ailment which the patient knew or thought he 
had. The physician-patient relation includes 
advice in regard to ailments unsuspectec. by 
the patient. But it does not include informa- 
tion of matters having no possible bearing 
upon medical treatment or advice. The fact 
that the examination uncovered a concealed 
weapon, for example, would not be within 
the privilege given by such a statute. 

Not all of the enactments, however, are so 
worded. In Oklahoma, for example, the stat- 
ute extends the privilege to “any knowledge 
obtained by a personal examination of any 
such patient... .” This is unreasonably 
broad but any narrowing of the wording will 
have to be made by the legislature and not 
by the court. 

It is a common principle of statutory con- 
struction that if a conflict is found between a 
general provision and a specific provision the 
latter will control. Hence reports required by 
statute must be rendered regardless of the 
privilege that otherwise might be presented. 
These vary from state to state but frequently 
include reports of (1) violent injury, (2) in- 
dustrial injury, (3) contagious disease, (4) 
treating narcotic addict, (5) death certificate, 
(6) still-birth certificate, (7) birth certificate. 

The legal principle of privileged communi- 
cations might, upon superficial consideration, 
appear to present a serious challenge to the 
administration of criminal justice. In fact, 
this is a belief held by numerous physicians, 
lawyers, and law enforcement officers. A 
careful examination of the moral, ethical, and 
legal rules by which our conduct is governed 
will show, however, that the problem is not 
in reality a serious one, or one that should re- 
sult in difficulties for either the physician or 
the officer. 

In this discussion we are concerned with 
criminal justice, and thus need consider only 
criminal cases. In addition, our consideration 
of the physician-patient relationships must 
embrace not only the aspect of courtroom 
testimony, but also the potential relationship 
between the physician and a law enforcement 


agency, which would normally process a case 
before it ever reached court. 

The secrecy of the physician-patient com- 
munication—even with respect to criminal 
cases—is a widely held concept. There are 
those who will insist that the Hippocratic 
Oath demands such secrecy ; there are those 
who will insist that the law, generally, pro- 
vides for no exceptions to this secrecy ; and 
there are others who believe that abstract 
ethical standards require such a nonyielding 
position. 

The existence of this concept permits the 
development of many potential and curious 
situations. Two hypothetical examples may 
be considered. 

An individual steals radioactive material 
from a research center for use by another 
government. He develops radiation sickness 
during the handling of this material and re- 
quests treatment from his physician. In order 
to treat the patient, the physician requests in- 
formation as to the origin and amount cf ma- 
terial to which the thief was exposed. Let us 
assume the patient states the facts honestly, 
and further announces that xe still has the 
material, awaiting an opportunity to smuggle 
it out of the country. What should the physi- 
cian do? 

Again, let us take an individual undergoing 
psychotherapy for overt homosexuality. Dur- 
ing such treatment, he develops symptoms of 
severe, acute anxiety. The therapist may well 
be interested in the reasons for the sudden 
development of tension. This information is 
developed: The patient states he has been 
having overt sexual contacts with another 
man and only a few days ago was told that 
this association was a trap. He has been re- 
quested to turn over to an agent secret ma- 
terial in his possession vital to the security 
of his country, under threat of exposure. He 
tells his psychiatrist that the decision must be 
made tonight, hence his anxiety, and as he 
leaves the psychiatrist’s office, he adds, “I 
will let you know tomorrow what I decided 
to do.” The psychiatrist is left with his own 
problem. 

If the physician and the psychiatrist are 
among those who hold the inflexible concept 
of inviolate physician-patient secrecy of com- 
munication, there is nothing they can do, ev2n 
though both men are conscious of the know’- 
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edge that the information they hold might 
have some effect on the potential preservation 
of their country and, in the case of the physi- 
cian, his own life. 

In California, for example, the medical 
practice act, one of the earliest such acts in 
the United States, incorporated a section on 
privilege. “The wilful betraying of a profes- 
sional secret constitutes unprofessional con- 
duct within the meaning of this chapter.” * 
However, upon looking further, one finds 
that the Code of Civil Procedure limits this 
rule to civil cases.* And California courts 
have repeatedly held that privileged com- 
munications between physician and patient do 
not apply to criminal cases.° 

The language of the California Appellate 
Court is revealing. It says: “the phrase ‘wil- 
ful betraying of a professional secret’ cannot 
be held to apply to any and all disclosures 
that a physician may generally make. Stat- 
utes of this character should be given reason- 
able construction.” 

Elsewhere in the United States, even in 
those states which have statutes appearing to 
require enforcement of the secrecy privilege, 
it is found that elaboration of statutes and 
judicial decisions have provided so many ex- 
ceptions to the privilege as to largely negate 
the original provisions. In a leading Ne- 
braska case the court said: “As a general 
rule, the physician is liable to his patient for 
the disclosure of professional secrets to a 
third person, elsewhere than on the witness 
stand. But this rule is qualified by a physi- 
cian’s duty to the public in certain circum- 
stances.” In this decision, the court made 
particular reference to good faith and *he ab- 
sence of malice on the part of the pk): ~‘an. 

In the English tradition, it is 1. corded 
that: “Lord Riddell sums up the le «i posi- 
tion of doctors, in relation to professional 
secrecy, both tersely and informatively in this 
way: ‘A doctor being in a fiduciary capacity 
must preserve his patient’s confidences unless 


7 Calif. Business & Professions Code, Section 


2379. 

8 Calif. Code of Civil Procedure, Section 1881. 

® Peo. vs. Griffith, 146 Cal. 339; Peo. vs. Lane 
tor Cal. 513. 

10 McPheeters vs. Bd. Medical Examiners, 103 
CA 297. 

11 Simonsen vs. Swenson, 104 Neb. 224 9 ALR 
1250. 


relieved from the obligation by some lawful 
excuse, for example, legal compulsion, the 
patient’s consent, the performance of a moral 
or social duty, or protection of the doctor’s 
interests. A doctor shares with other citizens 
the duty to assist in the detection and arrest 
of a person who has committed a serious 
crime. Everyone recognises the necessity and 
importance of medical confidences. Everyone 
recognises that they are sacred and precious. 
But we must recognise also that the rules re- 
garding them exist for the welfare of the 
community, and not for the aggrandisement 
or convenience of a particular class. We must 
recognize also that they must be modified to 
meet the inevitable changes that occur in the 
necessities of various generations.’ ’’™* 

Let us go back to the physician and psychi- 
atrist who are still resting on the horns of 
their dilemmas. It can be taken for granted 
that they are practicing in states such as those 
just mentioned where they might legally act, 
if they wish, upon Lord Riddell’s advice. 

It is believed by some that their conception 
regarding the inviolacy of the secrets which 
they hold, as based upon their interpretation 
of the Hippocratic Oath, and their ethical be- 
liefs, is fallacious. It seems quite clear that 
the Oath of Hippocrates, even if literally 
read, does not make necessary the shielding 
of persons in criminal cases. 

The Principles of Medical Ethics of the 
American Medical Association imply, in 
some cases, a higher duty to society than to 
the patient.’* 

What, then, may these men do? Without 
doubt, if confronted by an apparent legal 
question, both the ethical physician and the 
responsible law enforcement officer would be 
well advised to seek the advice of competent 
and informed counsel. It will be found, as 
has been pointed out, that in most jurisdic- 
tions no practical problems stand in the way 
of the best interests of society. 

From the point of view of a law enforce- 
ment officer, physicians should be entitled to 
their own decisions, their ethics should be 


self-determined, and if there is, in their state, 


12 Medical Juris, and Toxicology, Glaister, Wil- 
liams & Wilkins, Baltimore, 1950, p. 61, citing 
Medico Legal Problems, Lord Riddell, Ltd. London, 
1929. 

18 Principles of Medical Ethics of the American 
Med. Assn. 1949, p. 9. 
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legislation which prevents actual freedom of 
judgment, it should be considered as an un- 
necessary device which might well at some 
future time be revoked. 

The issue is a moral one despite the legal 
vestiges of various kinds, in various states 
and countries, and the deposition of the doc- 
tor in court should remain that of a moral 
position regardless of the existing law. 

Two principles are to be recognized as the 
only ones guiding the physician in the dis- 
charge of his professicnal duties: (1) min- 
istering to a person’s health; (2) saving a 
person’s life. If a doctor is called to court to 
testify, he testifies as a citizen, and unless the 
issue is of very great danger to the State it- 
self, where patriotic duties are involved in 
times of crisis, we would feel that the doctor 
has a right to consider all communications 
made to him as privileged and not divulge 
any, if that means injury to a person or the 
loss of a person’s life. If the law has no other 
way of apprehending a person than the doc- 
tor’s betrayal of his own professional duties, 
it is the law’s fault. 

There are three possibilities for a psychi- 
atric examination in criminal cases. The first 
is by the State. A psychiatrist may be on the 
State’s Attorney’s payroll or just called in. 
He may attend while a suspect is being ques- 
tioned, with a view to testifying later as to 
the suspect’s mental condition at the time of 
the interrogation, signing a confession, or his 
behavior at the time of his arrest. He may or 
may not take part in the interview. The sus- 
pect would have greater confidence in him, 
because he is a doctor, than in the police offi- 
cers. His official status should be fully ex- 
plained to the suspect. At first the suspect is 
held incommunicado, sometimes for days, be- 
fore he can reach or telephone his family, 
friends, or lawyer. Naturally, if the doctor is 
the least bit sympathetic the suspect might di- 
vulge all of his confidences, which he may 
later regret. After a person is indicted the 
State has no authority to have him examined, 
except by permission of his own counsel. The 
State’s Attorney’s psychiatrist should de- 
termine only the mental condition of the per- 
son examined. He should not act as an in- 
vestigator for the State’s Attorney’s office. 

The second possibility is for the defense. 
What the defendant tells the psychiatrist in 


this case is privileged, in that it would be the 
same as talking to his own lawyer. The psy- 
chiatrist is acting on behalf of the prisoner’s 
lawyer and is there as his agent to determine 
questions which his lawyer wants answered, 
or which the lawyer, himself, cannot deter- 
mine. 

The third possibility is to have a psychi- 
atrist appointed by the court. If this is not 
possible, then by agreement between the State 
and the Defense, so that he may testify for 
either side. He should submit his report in 
triplicate to the Court, not touching on the 
present or past offenses or incarcerations of 
the defendant. He should inform the defend- 
ant of his constitutional rights—that he does 
not have to answer questions or be examined, 
unless he so wishes. If he refuses to talk, 
on advice of counsel, this is the highest form 
of cooperation, and his refusal cannot be 
brought out before the jury at the time of the 
trial so as not to prejudice his standing in 
court. 

The Behavior Clinic of the Criminal Court 
of Cook County, Illinois, was organized in 
1931 to do away with the “battle of the alien- 
ists.” Before that time if the defense had 
three or four alienists it would be necessary 
for the State to have the same number in re- 
buttal. The director is appointed by the presi- 
dent of the Cook County Board, on recom- 
mendation of the Institute of Medicine of 
Chicago. The report to Court as given by 
the Behavior Clinic consists of: (1) the au- 
thority for the examination; (2) the salient 
points of the physical examination; (3) the 
conclusions of the psychological examination ; 
(4) the pertinent facts of the social history, 
especially in relation to previous hospitaliza- 
tion in mental hospitals; also whether any 
member of his family ever was incarcerated 
in a mental hospital, or showed mental symp- 
toms, such as suicide, alcoholism, or epilepsy ; 
(5) the main points of the mental examina- 
tion. 

In none of these do we touch on the offense 
or past offenses. The conclusions read: (1) 
whether mental disease is present; (2) 
whether the accused knows the nature of tie 
charge and whether he is able to cooperate 
with his attorney. These last statements are 
the legal test for sanity at the time of going: 
to trial. If either statement is answered nega- 
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tively it is mandatury to impanel a jury of 12, 
who pass on the sanity of the defendant. If 
found insane he is committed “until such 
time as he is totally and permanently re- 
covered from his insanity.” He is then re- 
turned to court to stand trial on the issue. In 
Illinois insanity is defined: (1) at the time of 
the crime; (2) at the time of going to trial ; 
(3) during the trial; (4) before sentence; 
(5) before execution of sentence. 

In Cook County if a defendant has ever 
been a patient in a mental institution in any 
State, a jury is impaneled to determine his 
sanity at the time of going to trial. Re- 
cently there was a man serving a life sentence 
from Cook County who secured a new trial 
because he had escaped from a mental insti- 
tution in 1931. He had been committed to the 
penitentiary in 1945 and had not called this 
to the attention of the court at the time of his 
sentence. He received 5 years on his new 
trial. 

Another man was sentenced to life for 
wrecking a train in which several people were 
killed. He secured a new trial because his 
discharge from a state institution was by a 
personal letter from the judge and not by 
official court order. He was released back to 
the institution after serving 18 years in the 
penitentiary and was promptly discharged. 

Another incident that comes to mind is 
that of an analyst who unearthed an infanti- 
cide during analysis. His conscience bothered 
him, so he called one of us. The State’s At- 
torney was contacted who asked the doctor to 
make out a detailed report of the infanticide, 
to mail it in to our office. In the meanwhile 
the mother became disturbed and was com- 
mitted. The State’s Attorney’s office never 
sent for the report, so in time it was returned 
to the doctor and destroyed. The law was ful- 
filled. 

Dr. Manfred Guttmacher reviewed the va- 
rious psychiatric court clinics before this Sec- 
tion at the Montreal meeting in 1950. 

One must remember that the law does not 
recognize a psychiatrist as such, but as a phy- 
sician. In perusing Wigmore and other vol- 
umes one notes, “At Common Law a physi- 
cian called as a witness has no right to decline 
or refuse to disclose any information on the 
ground that such information has been com- 
municated to him confidentially in the course 


of his attendance upon, or treatment of, his 
patient in professional capacity. Nor could 
the patient, in case a physician proved a will- 
ing witness, by objection exclude that infor- 
mation, or as a witness himself refuse to dis- 
close any communication made to him by the 
physician.” This is the rule in the absence of 
a contrary statute. 

Another notation reads that the word 
“physicians” means only licensed practition- 
ers in that state. 

Another notation reads, “Professional 
communications are not privileged when 
made for unlawful purposes, having for their 
objective the commission of a crime.” 

We would all agree that communications 
between a psychiatrist and a patient should be 
considered privileged by the physician in re- 
gard to treatment. Material obtained relative 
to homicide is another matter and one should 
be governed by the rules of the court in which 
he is testifying. 

In closing one might suggest : 

1. That the court appoint all psychiatrists 
by agreement in criminal cases ; 

2. That their fees be paid by the State; 

3. That all material be made available to 
the psychiatrists on both sides ; 

4. That pretrial conferences be held to try 
to eliminate differences of opinion which 
might cause adverse newspaper publicity, and 
also to try to use the same simple terminology 
when on the witness stand. 

The psychiatrist is, after all, a physician. 

The Committee on Legal Aspects of Psy- 
chiatry is also in receipt of a survey pre- 
pared by Paul, Weiss, Rifkind, Wharton and 
Garrison,“* attorneys of New York City, 
which covers the above material and gives 
some further information on other areas as 
follows : 


“LEGISLATIVE PROCEEDINGS 


Legislative Committees which are empow- 
ered to conduct investigations are not bound 
uy the ordinary rules of evidence applicable 
to court trials. This adds an additional com- 
plexity to any attempt to define the right of 
an investigating committee to compel a psy- 
chiatrist to testify. 


A. As to State Legislative Inquiries —In 


14 This information was secured by Dr. Hector J. 
Ritey, Section Secretary. 
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those states in which the privilege would not 
be recognized in a court trial, it may be as- 
sumed that the privilege would not be recog- 
nized by a legislative committee. The con- 
verse, however, does not necessarily follow. 
It is conceivable that some of the statutes 
would be interpreted as granting the privilege 
for court proceedings but not for legislative 
proceedings. On this issue the particular lan- 
guage of the statute would be of great impor- 
tance, although some courts may take a 
broader view and decide on the basis of the 
public policy involved. 

In New York the specific question came up 
in Matter of New York City Council v. Gold- 
water, 284 N. Y. 296 (1940). There, in an 
investigation by the New York City Council 
of the administration and the treatment of pa- 
tients in a New York City hospital ; the hos- 
pital was subpoenaed to supply certain rec- 
ords and reports. On refusal of the hospital 
to respond to the subpoena, the legal question 
was submitted to the Supreme Court, which 
ruled that the hospital was obligated to sup- 
ply these records. On appeal to the Appellate 
Division this ruling was affirmed. On further 
appeal to the Court of Appeals, the ruling 
was reversed by a 5 to 2 decision, the theory 
of the majority being that the public policy 
embodied in the New York statute, protecting 
the confidential relationship between physi- 
cian and patient, applied to investigations of 
this character as well as to ordinary litigation. 

The Goldwater case would not be control- 
ling upon courts in other jurisdictions, but 
would probably be quite influential in juris- 
dictions where the statute is similar to the 
New York statute. 

B. Federal Congressional Investigations. 
—As indicated above, a congressional inves- 
tigating committee is not bound to observe 
ordinary rules of evidence. Furthermore, 
there is no general federal statute which de- 
fines the limits of the authority of a congres- 
sional investigating committee with regard 
to the scope of examination of witnesses 
(assuming that the subject matter of the 
questioning is pertinent to the scope of the 
committee’s inquiry). Legal writers on 
this subject have expressed the opinion that 
a congressional investigating committee is 
limited in this regard only by its own discre- 
tion and by the United States Constitution. 


(The Constitutional issue most frequently 
raised is the privilege against self-incrimina- 
tion under the Fifth Amendment; but this 
issue would ordinarily not arise in the situa- 
tion under discussion.) It is possible that 
other restrictions may be imposed by the 
courts on congressional committees, but as 
yet there are no decisions to that effect. 

If a congressional investigating committee 
should demand that a psychiatrist testify with 
respect to information disclosed to him by a 
patient, and the psychiatrist declined to tes- 
tify because of the confidential nature of the 
information, the investigating committee 
would ordinarily not have the power to im- 
pose summary punishment, but would have 
to institute a special proceeding against the 
witness. This proceeding would ordinarily 
be brought on before a federal court under 2 
USCA Sections 192, 194. Those sections: 
read as follows: 

‘Section 192. Refusal of witness to testify. 

‘Every person who having been summoncd 
as a witness by the authority of either House 
of Congress to give testimony or to produce 
papers upon any matter under inquiry before 
either House, or any joint committee estab- 
lished by a joint or concurrent resolution of 
the two Houses of Congress, or any commit- 
tee of either House of Congress, wilfully 
makes default, or who, having appeared, re- 
fused to answer any question pertinent to the 
question under inquiry, shall be deemed 
guilty of misdemeanor, punishable by a fine 
of not more than $1,000 nor less than $100 
and imprisonment in a common jail for not 
less than one month nor more than twelve 
months. 

‘Section 194. Witnesses failing to testify 
or produce records. 

“Whenever a witness summoned as men- 
tioned in Section 192 fails to appear to tes- 
tify or fails to produce any books, papers, 
records, or documents, as required, or when- 
ever any witness so summoned refuses to an- 
swer any question pertinent to the subject 
under inquiry before either House, or any 
joint committee established by a joint or con- 
current resolution of the two Houses of Con- 
gress, or any committee or subcommittee of 
either House of Congress, and the fact of 
such failure or failures is reported to either 
House while Congress is in session, or when 
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Congress is not in session, a statement of fact 
constituting such failure is reported to and 
filed with the President of the Senate or the 
Speaker of the House, it shall be the duty of 
the said President of the Senate or Speaker 
of the House, as the case may be, to certify, 
and he shall so certify, the statement of facts 
aforesaid under the seal of the Senate or 
House, as the case may be, to the appropr.z.xe 
United States attorney, whose duty it shall 
be to bring the matter before the Grand Jury 
for its action.’ 

Upon the trial the legal question as to the 
psychiatrist’s privilege could be raised and 
the court would have to rule on the question. 
If the court decided that the privilege did not 
exist, the psychiatrist would have violated 
section 192 by his refusal to answer. It is 
probable, however, that since the psychiatrist 
was acting in good faith and in accordance 
with the ethics of his profession, the court 
would afford him the opportunity to testify 
and would not impose any punishment uniess 
the psychiatrist persisted in his refusal to 
testify. 

It may be noted that an F.B.I. investiga- 
tion is not in the same legal category as a 
congressional investigation. In the ordinary 
F.B.I. investigation no subpoena is issued and 
there is no immediate contempt problem. The 
problem of contempt would normally arise if 
the F.B.I. investigation ripened into a crimi- 
nal proceeding of some kind, at which time 
the psychiatrist might be subpoenaed to tes- 
tify before a Grand Jury or at a criminal trial. 
The issues would then be those discussed 
above with respect to the recognition of the 
psychiatrist’s privilege in federal criminal 
cases.” 

They further take up the problem of lia- 
bility to the patient for breach of confidence: 

“Liability to the Patient for Breach of 


Confidence.—As stated above, the legal 
theory is that the privilege is deemed to be- 
long to the patient. If the patient has not 
consented to the disclosure and has not taken 
any other action which might be deemed to 
be a waiver of the privilege, there is a possi- 
bility that the psychiatrist may be liable for 
damages to the patient for a voluntary breach 
of the confidence. 

This question was raised in New York in 
the case of Munzer v. Blaisdell, 183 Misc. 
773 (1944) aff’d 296 App. Div. 970. There 
a former patient of a mental hospital was in- 
volved in a litigation and the attorney for the 
adverse party requested the hospital records. 
The superintendent of the hospital complied 
with the attorney’s request. The patient 
thereafter brought action against the super- 
intendent of the hospital for damages result- 
ing from the disclosure. The case was de- 
cided under certain special provisions of the 
Menta! Hygiene Law, but the court indicated 
its opinion that a patient could recover dam- 
ages from a physician for an unauthorized 
disclosure of information involving a breach 
of the statutory physician-patient privilege. 
(The court also referred to cases in the state 
courts of Nebraska and Washington as au- 
thorities for such a cause of action.) 

If a psychiatrist discloses information 
after he has claimed the privilege and has 
been overruled by a court, there would not 
seem to be any basis for any liability to the 
patient.” 

There are certain conclusions from this 
symposium which should be apparent to any- 
one: “The law in this area is both complex 
and uncertain. No broad generalizations may 
safely be relied upon. In any particular in- 
stance which may arise, special study would 
be necessary by counsel of all the facts and 
circumstances.” 
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PREFRONTAL LOBOTOMY AND TRANSORBITAL LEUCOTOMY: 
A COMPARATIVE STUDY OF 175 PATIENTS * 


F, A. FREYHAN, M.D., Farnuurst, Dev. 


This study will report and evaluate psycho- 
surgery performed between 1938 and 1952 
on 175 patients in the Delaware State Hospi- 
tal. The study is favored by circumstances 
permitting a very thorough analysis of the 
individual aspects of each patient. The Dela- 
ware State Hospital is the only psychiatric 
hospital in the state. The patients in this 
series were, are, or are again at this hospital. 
Their movements for as long as they have 
had clinical histories or previous admissions 
are well known and the course of their ill- 
ness could be investigated in detail. The 
smallness of the state permits close contact 
with patients now at home and with the mi- 
lieu in which they live. Uniformity of appli- 
cation of diagnostic criteria and discharge 
policies favors the final evaluations. With 
the exception of those few patients who had 
left the hospital before 1940, the author has 
known all patients prior to the operations 
and followed their subsequent course up to 
the present. 

Diagnostic categories with general statis- 
tics on success or failure are without signifi- 
cance unless related to data on multiple vari- 
ables of personality and clinical course. Only 
on the basis of these do comparative evalu- 
ations assume a measure of validity. It is 
therefore unavoidable that certain methodo- 
logical problems be taken into consideration 
before the results are summed up. 


COMPOSITION OF MATERIAL 


The material consists of 71 patients who 
underwent prefrontal lobotomy (performed 
by Dr. Francis Grant, Philadelphia, and, a 
small series of cases by Dr. Henry Shenkin, 
Philadelphia) and 104 patients who had 
transorbital leucotomies (performed by Dr. 
Matthew Moore, Philadelphia). 

Patients were selected because of unfavor- 
able prognoses based on either chronicity of 
illness, resistance to other treatments, fre- 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 
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quency of relapses, or violent, destructive, 
and agitated behavior. The great majority 
had adequate but ineffective electroshock 
therapy, insulin coma treatments, or a com- 
bination of both. Tables 1 and 2 and Fig. 1 
show the diagnostic composition of each 
series as well as the temporal distribution of 
the operations in the lobotomy series. All 
transorbital leucotomies were performed be- 
tween March 1951 and January 1952. 


RESULTS 


Great efforts were made to establish nu- 
merous differentials for qualitative and quan- 
titative ratings of postoperative psychological 
changes. Rating scales were kept for several 
months following the operaiions. After some 
time, however, it became quite clear that de- 
gree of change and social adjustment did not 
remain in the narrow confines of multiple 
categories but could best be described in 
terms of 3 groups: (1) at home; (2) im- 
proved, but still hospitalized ; (3) unchanged. 

A long-term follow-up discloses frequent 
changes which resist static tabulations. For 
example, a patient who is working at the 
time of one inquiry may be out of work soon 
afterwards. Differences between solid or 
marginal types of adjustment extramurally 


TABLE 1 
Losotomies: Tora. D1acnostic 


Paranoid condition 
Affective disorders 
Involutional melancholia 
Psychoneurosis 
Psychopathic personality 
Mental deficiency 
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TABLE 2 and between good or mild improvement in- 
T. O. L.: Torat Dracnostic DistrauTion tramurally are too elusive to permit defi- 
niteness or constancy. For purposes of this 

Totals —_—_ report, it seems most informative to use sim- 
ple categories which denote the social aspects 

of response patterns. Patients in the category 

“at home” have sufficiently improved to adapt 

in a manner in which they were previously 

not capable. The meaning is relative and 

should not be equated with recovery. The 
changing attitude of relatives, for example, 

greater tolerance with regard to the patient’s 
behavior, was not considered a reason for 

sending patients home; they were judged on 

the merits of clinical improvement. The “im- 

proved” group comprises patients who could 

be tr-nsferred to more advanced wards, who 
assumed certain responsibilities in the hospi- 

tal or shifted their attention from preoccupa- 

tion with various pathological symptoms to 

social activities. The “un ed” group 
comprises all patients in whom psychosur- 

gery was a therapeutic failure. The “re- 

lapsed” group includes those patients who 
changed from a favorable to a less favorable 
psychological status. “Death due to opera- 
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tion” and “death due to other causes” com- 
plete the categories for the evaluation of 
results. 


LOBOTOMY 


Inspection of the over-all results shows a 
high death rate. Nine patients died post- 
operatively, 6 from cerebral damage or 
hemorrhage, 3 from infection (meningitis, 
abscess). Autopsies were performed in 6 
cases. The total sample was thus reduced to 
62 patients of whom 6 have died since. This 
rather high mortality rate of patients who 
showed no apparent ill effects from the opera- 
tions suggests a diminished resistance or 
some permanent damage. This has also been 
speculated upon in the reports of others. All 
these patients had a fairly sudden death after 
acute illnesses. Autopsies were done in 3 
cases and showed in 2 of them, apparently 
unrelated to the cause of death, encephalo- 
malacia and extensive cystic degeneration. 
Reference should be made here to the theory 
that necrosis is due to devitalization as a re- 
sult of interference with blood supply. The 
effects of the lobotomy upon the cerebral 
blood flow, cerebral arteriovenous oxygen 
difference, cerebral oxygen consumption, 
cerebrovascular resistance, and mean arterial 
blood pressure were studied in 7 patients. 
The cerebral blood flow and cerebral oxygen 
consumption were significantly reduced fol- 
lowing frontal lobotomy. The possible mech- 
anisms of these changes were discussed in a 
previous paper(7). 

In schizophrenic patients, the best results 
are found in the paranoid group, the least 
favorable in hebephrenics. In the affective 
disorders, the results appear very favorable 
but a high relapse rate brings up questions 
with regard to permanency of results. One 
patient with a depressive psychosis did well 
at home for 10 years, then returned with a 
severe depression of quite similar character. 
Another, with an agitated depression, re- 
turned after 10} years, again in a state of 
severe agitation. Both cases present now an 
unfavorable clinical status. All patients in 
the “relapsed” group were home before they 
relapsed. Five patients developed convulsive 
seizures since their operations. A total of 28 
patients or 39.5% showed a favorable re- 
sponse with 19 of them or 26.8% now at 


home. About 50% of these patients show 
good records of social achievement, whereas 
the rest have remained below the pre-illness 
level of functioning. 


TRANSORBITAL LEUCOTOMY 


Two patients died of cerebral hemorrhage. 
There were no autopsies. One patient died 
suddenly 6 months after the operation. 
Cause of death was given as cerebral hemor- 
rhage. There was no autopsy. 

Among the schizophrenic patients, the best 
results are found in the paranoid and mixed 
group, the least favorable with the catatonics. 
Two cases of juvenile schizophrenia re- 
mained unchanged. Patients with affective 
disorders showed improvement but none was 
able to leave the hospital. In the “relapsed” 
group, there are 6 patients, 3 of whom have 
been home, and 3 have shown initial im- 
provement following the operation. One pa- 
tient with a pseudoneurotic type of schizo- 
phrenia did well at first but relapsed into a 
state of preoccupation with somatic com- 
plaints and shows continuous anxiety. An- 
other patient who had shown symptoms of 
depersonalization and perplexity showed im- 
provement at first but has again become se- 
verely preoccupied with thoughts about him- 
self. This is of some significance in view of 
the hypothesis that psychosurgery alters the 
structure of the self in reducing self-conti- 
nuity. The patient mentioned continues to 
show tortured self-concern and talks end- 
lessly about his feelings of anguish. 

Transorbital leucotomies were repeated in 
g cases. These had remained unchanged after 
the first procedure; however, 2 are now at 
home, I is improved, and 6 have remained 
unchanged. Two patients have developed 
convulsive seizures since their operation. A 
total of 40 patients or 38.4% showed favor- 
able responses with 25 or 24% now at 
home. About 60% of those at home function 
at their pre-illness standard of social achieve- 
ment. 


COMPARATIVE ANALYSIS 


A comparison of the results of each series 
shows a striking similarity in the favorable 
response groups. These figures are shown in 
Table 3. 
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TABLE 3 


RESULTS OF TREATMENTS 


Transorbital 
leucotomy 
(104 patients) 
%o 


24.0 
14.4 
52.9 
58 
1.9 
1.0 


Death, operative 
Death, other causes... 


The high death rate in the lobotomy series 
constitutes the principal difference in out- 
come. The higher relapse rate in lobotomy 
is explained by the longer time interval for 
observation. It should be emphasized at the 
outset that the figures have no general statis- 
tical significance because of the numerous 
variables existing in the composition of all 
groups. Certain trends, however, manifest 
themselves in both series. Figure 2 shows 
the temporal developments. The main im- 
pact of the operations is apparent at the 6- 
month-level. The later increases in the home- 
group stem from the improved-group. The 
5-year column represents only a part of the 


Comparison Res Po 


To. Lo6. T-o.t. 


lobotomy series since the last ones were cone - 
in 1950. All other columns, however, repre- 
sent the total population of each series. The 
relapse-rate in both series shows a progres- 
sive increase up to the present. 

Figures 3 and 4 show much similarity in 
the distribution of “age at operation.” Age is 
evidently of no prognostic significance with 
regard to responsivity. “Duration of illness” 
as shown in Figs. 5 and 6 indicates the opti- 
mum of favorable responses in the I- to 10- 
year period. The data used for these tabula- 
tions are not accurate as it is often difficult 
to determine onset of illness. Frequently, 
duration of illness for all practical purposes 
coincides with length of hospitalization. This 
is especially true in schizophrenia, with grad- 
ual transcendence from schizoid personality 
to schizophrenic psychosis, and with patients 
suffering from personality disorders without 
psychosis. 

Analysis of Fig. 7 meets with some diffi- 
culty because of the difference in the number 
of patients in corresponding categories. 
Transorbital leucotomy compares unfavor- 
ably in the affective group and very unfavor- 
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ably in the catatonic group. These findings 
are in contrast to reports from other sources. 
Moore, for example, reported a series in 
which catatonics responded most favorably 
among the schizophrenics. It appears signifi- 
cant, however, that transorbital leucotomy 
shows very favorable responses in the group 
“schizophrenia, mixed” since these patients 
showed a relatively good preservation of af- 
fect. One gains the impression that both 
lobotomy and transorbital leucotomy are 
similarly effective with the exception of the 
catatonic cases where perhaps the more mas- 
sive procedure is needed if the pathological 
symptoms are to be influenced at all. 

The following clinical data provide further 
information for purposes of comparison. 
The great majority of patients were trans- 
ferred to acute wards prior to the operation 
and kept there for several months for fol- 
low-up observation and intensive rehabilita- 
tion therapy. Special nursing care and com- 


panionship were provided for all groups. 


Postoperative care of lobotomized patients 
was frequently difficult because of prolonged 
incontinence, transient compulsive behavior 
disturbances, and a variety of other untoward 
psychological effects. Patients with trans- 
orbital leucotomies presented no postopera- 
tive difficulties and showed little evidence 
of postoperative personality disturbances. 
Patients with transorbital leucotomy who 
remained unchanged were given intensive 
electroshock therapy because of reports of 
improved postoperative responsiveness to 
convulsive therapy. However, no lasting ef- 
fects were observed in the patients of this 
series. Neither sodium amytal sessions nor 
temporary response to E.C.T. served a useful 
purpose as indicators of operative prognosis. 
Convulsive seizures, the incidence of which 
was minimal in the leucotomy group, were 
mostly infrequent, and easily controlled with 
anticonvulsive drugs. One schizophrenic pa- 
tient, however, who responded well and is 
now at bome, is severely handicapped socially 
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as well as psychologically because of these 
seizures. 


DISCUSSION 


Comparative analysis for the appraisal of 
therapeutic effectiveness presents certain 
methodological problems. The co-existence 
of individual and generic factors in each pa- 
tient complicates the choice of criteria for 
common denominators. Individual case stud- 
ies can contribute more to our knowledge on 
psychosurgery than collective statistics since 
the number of variables, if only approxi- 
mately applied to all patients in these series, 
defy classification. It is evident that neither 
generic criteria, such as diagnostic type, age, 
or length of illness, nor even individualized 


factors pertaining to emotional components 
and dysfunctions, constitute characteristics 
of convincing prognostic validity. One-sided 
analysis of the favorable response groups 
cannot guide us since the question remains 
unanswered why so many patients, who man- 
ifest all the diversities of characteristics that 
apply for the total group, fail to respond. 
An analysis of psychosurgical failures of 
schizophrenic patients who were believed to 
have had a favorable operative prognosis was 
re- tly reported by Stampfli(6). He con- 
cludes that neither prepsychotic personality, 
type of schizophrenia, duration of illness, 
age, or extent of operative procedure present 
valid predictive data. 

The main problem with regard to apprais- 
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ing therapeutic results involves the question 
of specificity. Defining specificity depends 
substantially on the knowledge of the course 
of the illness and the clinical pattern when 
not influenced by therapeutic procedures. 
While it may be said that this does not apply 
so much to psychosurgery as to other fields 
of therapy, since p“*- ‘s are selected on the 
basis of an unfavorabie prognosis, the ques- 
tion still arises as to how the unfavorable 
prognosis can be formulated in cases of 
schizophrenia, for example, which have 
shown an undulating course of illness with 
multiple admissions and remission. 
Bleuler’s(1) classification of the schizo- 
phrenic psychoses is based on 7 types of 
courses, derived from anamnestic data of 
patients observed over many decades. They 
indicate the spontaneous or intrinsic recov- 
erability, improvement, and deterioration 
trends of patients of nontreated groups. The 
7 types differ with regard to acute or gradual 


onset, straight or undulating course, and the 
end results which are defined as recovery, 
characterological defect, or deterioration. 
Bleuler found that about 25% with acute 
onset recover socially and that 30-40% with 
undulating courses improve, although they 
show permanent characterological changes. 
Kane(5) applied Bleuler’s classification to 
his lobotomy group and found the best re- 
sults in patients with undulating courses 
tending toward deterioration and less favor- 
able results with those of gradual onset. He 
concluded that “except for preservation of 
emotional response, the type of course of the 
psychosis gives the most important prognos- 
tic clue.” Greenblatt(2) emphasizes “rapid 
onset of psychosis” as one of the most de- 
pendable prognostic factors and found that 
previous attacks increase the probability of 
a good outcome. 

If we apply the criteria of Bleuler to the 
143 schizophrenic patients of both the lo- 
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botomy and the leucotomy series, we find 
the following relations to outcome: (1) Pa- 
tients with “acute onset” constitute 44% of 
those now at home and 29% of those who 
remained in the hospital; (2) 71 schizo- 
phrenic patients showed undulating courses 
with 2, 3, and more admissions, whereas 72 
manifested a straight course without remis- 
sions ; 30% of the patients in the undulating 
groups are now at home against 21% of those 
with a straight course. 

The undulating group, with repeated 
periods of hospitalization and remissions, 
presents many problems with regard to evalu- 
ation of treatments. It is difficult, for ex- 
ample, to determine in some of these cases 
whether the last dip of the undulating course 
was final and would have led to deterioration 
or would again have been followed by a re- 
mission. Figure 8 illustrates this difficulty. 
It shows the undulating patterns of a sample 
of schizophrenic patients in comparison with 
those of the lobotomy and leucotomy series. 


The sample consists of a total of 171 schizo- 
phrenic patients who were first admitted to 
the Delaware State Hospital between 1925 
and 1930. Fifty-six patients had one a‘mis- 
sion and have been home since; 56 retiia.ued 
continuously in the hospital since their first 
admission and deteriorated ; 59 had undulat- 
ing courses. Of these, 32 returned finally to 
their homes, 27 became chronic cases. The 
movement patterns of the patients in the 
sample are in close accord with the figures of 
Bleuler. If one takes length of hospitaliza- 
tion as a yardstick, 58 patients of the psycho- 
surgical series were hospitalized longer after 
their last admission than at any time previ- 
ously. Thirteen, on the other hand, had spent 
more time in hospital during previous admis- 
sions. To complicate matters further, one also 
has to consider whether the time spent at 
home since the discharge, subsequent to the 
operation, exceeds the time span of previous 
remissions. Here we find that thus far only 
10 patients are now home longer than at any 
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time previously, whereas 11 spent longer 
periods at home during previous remissions 
than have passed since their last discharge. 

It is obviously easier to assess the social 
gains brought about by psychosurgery in pa- 
tients with uninterrupted periods of hospital- 
ization and without previous remissions. It 
must be kept in mind, however, that only 
about 4 of all schizophrenic patients mani- 
fest this type of cour:«. 

Patients with afiective disorders present 
similar difficulties; only 3 of the 6 now at 
home have been there continuously since 
their discharge following the operation. The 
other 3 relapsed, returned to the hospital 
for further treatment, recovered, and are 
again at home. Three other patients re- 
lapsed, were readmitted, failed to respond to 
further treatments and are still in the hospi- 
tal. A study of these movement patterns in 
patients with disorders of known cyclic char- 
acter arouses doubt with regard to the spe- 
cific benefits attributable to psychosurgery. 

Consideration of the general aspects of the 


patterns of these psychoses is an essential 
prerequisite for the understanding of kind 
and magnitude of therapeutic modification. 
We are, in this connection, not concerned . 
with the nature of characterological changes 
subsequent to psychosurgery but with find- 
ing out whether the patterns of the psychoses 
have been favorably modified. This, it ap- 
pears, has not been as plainly the case as a 
superficial view of the favorable responses 
would indicate. 

Many have linked a favorable operative 
prognosis with the prepsychotic personality. 
Heimann(3) found that the prepsychotic 
personality has decisive significauce for suc- 
cess not only with lobotomy but also for the 
severity of effect from frontal injury. He 
assumes that the operation clears the ground 
for undeveloped traits of character which 
may then promote a more realistic adaptation 
to environment or, on the other hand, pro- 
duce dangerous postoperative defects of voli- 
tion and affective responsiveness. 

Experience with psychosurgery has 
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brought about a shift of orientation with re- 
gard to applicability. The choice now de- 
pends less on the clinical-phenomenological 
status than on the longitudinal-developmen- 
tal factors. This not only presents a major 
deviation from the thesis of Moniz according 
to which the operation attacked the symp- 
toms in the area of their origination but 
leaves still unexplained the role of the frontal 
lobes in the psychoses. To some extent, it 
now appears, we must no longer ask whether 
the patient shows a particular constellation 
of symptoms but rather how and in whom 
have these symptoms developed. Emphasis 
on developmental and personality factors 
may help in future clarification of therapeu- 
tic indications in schizophrenia. 

The small number of psychoneurotic cases 
does not permit much comment. One pa- 
tient with a severe, incapacitating obses- 
sive neurosis responded excellently to lo- 
botomy however, she died suddenly while at 
work several years later. An equally severe 
case of obsessive-compulsive neurosis re- 
sponded very favorably to transorbital leu- 
cotomy. This patient is now at home and 
works regularly. Patients with mental de- 


ficiency and various types of psychotic be- 
havior did not benefit from psychosurgery. 


CoNCLUSIONS 


1. Favorable results with transorbital leu- 
cotomy approximate those with lobotomy. 

2. De .ch, undesirable personality changes, 
and postoperative convulsions were minimal 
with transorbital leucotomy in contrast with 
lobotomy. 

3. Psychosurgery should be of a type 
which causes the least cerebral damage. 

4. The high rate of psychosurgical fail- 
ures, the absence of valid prognostic criteria, 
and the frequency of relapses preclude clear 
concepts on the specificity of therapeutic ef- 
fectiveness as well as on the role of the fron- 
tal lobes in the psychopathology. 

5. Course and pattern of the schizophrenic 
psychoses seem to be of great prognostic 
significance. 

6. The therapeutic benefits can be dra- 
matic in individual cases but are rather 
limited on the whole. It seems desirable to 
narrow the range of applicability still further 
in order to obtain more satisfactory results. 
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THE SUICIDAL GESTURE: A STUDY OF 114 MILITARY PATIENTS 
HOSPITALIZED BECAUSE OF ABORTIVE SUICIDE ATTEMPTS * 


MAYER FISCH, M.D., New York 


One of the most striking impressions on 
beginning to practice psychiatry in the service 
is the frequency with which one is called upon 
to deal with cases of attempted or allegedly 
attempted suicide. Soon one is struck by the 
transparent insincerity of many of these at- 
tempts which, in a majority of cases, are 
more aptly termed gestures. A man is about 
to be taken to the brig, seizes a razor blade, 
inflicts a minor laceration upon his wrist, and 
is brought to the admitting room. What is the 
physician or psychiatrist to do? 

There are very few rules in the book per- 
taining to this situation, and it is in some 
ways peculiar to a military organization. Cer- 
tainly there one encounters many more such 
cases than have been reported from civilian 
institutions. In large measure this is because 
the Navy virtually compels hospitalization 
for psychiatric study of nearly all such cases, 
whereas in civilian life usually only those in a 
dangerous physical condition reach medical 
attention. The rigidities of military life prob- 
ably also increase the true incidence of such 
drastic behavior, for otherwise it is more dif- 
ficult for an individual to leave or alter condi- 
tions that he considers unsatisfactory. This 
has afforded the unique advantage of observ- 
ing the entire spectrum of overt self-destruc- 
tive activity, to perhaps formulate some cri- 
teria for the prognostic evaluation of those 
who threaten suicide, and to examine the re- 
lationship between the dramatic threat and 
the sincere intent. 


CASE MATERIAL AND ANALYSIS 


During 1951, on the neuropsychiatric serv- 
ice of the U. S. Naval Hospital, Philadelphia, 
there were treated 114 Navy and Marine 
Corps patients who, during the course of the 
illness for which they were hospitalized, car- 
ried out some act definitely labeled suicidal. 
In addition, 117 others made threats or ex- 
pressed conscious death wishes of varying in- 


1 Read at the ro9th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 


tensity, or made gestures of lesser magnitude, 
such as writing suicide notes, possessing poi- 
son or other customary implements of self- 
destruction, hitting their heads against the 
wall, etc. Together this represents almost 
15% of all Navy and Marine Corps patients 
admitted to that service during the year, and 
is a somewhat staggering proportion. Only 
the first 114, those who made some definite 
attempt or gesture, are included in this re- 
view, since the actual commission of an act 
seems to be the only point at which a line can 
be sharply drawn. Nevertheless, among the 
other group, those who made threats or in- 
sinuations, the possibility of suicide was 
often the overriding consideration in individ- 
ual patient management. 

Of the 114 who made a definite attempt or 
gesture, 96 did so before hospitalization. Of 
these 96, the suicidal act was the sole and pre- 
cipitating cause of hospital admission in 87 
cases. Twenty-three patients carried out 
their acts during hospitalization, either at 
Philadelphia or at other hospitals before be- 
ing transferred there. Five of these were 
medical or surgical patients who were trans- 
ferred to psychiatry as a result of their ges- 
tures. One patient did kill himself. He was 
in the hospital because of an anxiety reaction, 
had given no warning indication whatsoever 
of suicide, and hanged himself shortly before 
he was to be discharged home. The records 
of the entire group were studied and tabu- 
lated for age, service rate or rank, method of 
attempt, diagnosis, apparent seriousness of 
intent, history of similar moves in the past, 
treatment and disposition, motives cited by 
the patient, and special circumstances at the 
time of the act, such as alcoholic intoxication 
or situational difficulties. 

The median age was 23, which is about 
that of the general run of service personnel. 
However, only 23 of the 114 were above the 
grade of seaman in the Navy, or private first 
class in the Marine Corps. Furthermore, 
there was a higher incidence of serious psy- 
chiatric disorder in this smaller, higher rank- 
ing group. For example, of the 4 officers, 3 
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were found to be psychotic and in need of 
convulsive therapy, while the fourth suffered 
from a psychosis of milder degree. It has 
long been felt that emotional immaturity, 
which in a rather unelaborated fashion was 
the underlying factor in the majority of our 
cases, is not so much a function of age, but 
is apt to be reflected in life accomplishment. 
These figures tend to confirm that belief, as 
our patients, generally, failed to rise above 
the lowest levels of the military hierarchy. 

There is another point of interest in the 
age distribution, related to the entirely mili- 
tary population from which the cases are 
drawn. It was noted that only one of these 
114 actually killed himself, a remarkably low 
figure. This is probably due to 3 factors: 
First, most people who commit suicide die 
before reaching the hospital. Secondly, as 
virtually all cases were hospitalized where 
there was no danger whatsoever, the series 
is weighted in favor of insincere gestures. 
The third factor deals with age. It is known 
that the young are more given to dramatic 
display, whereas the incidence of serious sui- 
cidal intent 1 ses with age. In a typical large 
series in New York City(2), it was found 
that the average age of those hospitalized for 
suicide attempts was fully 10 years younger 
than that of those who actually committed 
suicide in the city during the same period. So 
here again, with 113 failures to one success, 
we see evidence of the pervasive optimism of 
youth. As desperate or deranged as a 23- 
year-old may be, it is apparently difficult for 
him not to believe that things will eventually 
get better, and most prefer to live and hope. 
Indeed, statistics do show a lower suicide rate 
for the Navy and Marine Corps than for the 
nation as a whole. 

We now come to the subject of method. 
Why does one person shoot himself, another 
take poison, and another jump before a sub- 
way train? Some of the bizarre, and success- 
ful, operations reported in the literature in- 
clude drowning in soap, embracing a hot 
stove, swallowing daggers, and self-incinera- 
tion after soaking in kerosene(3). Much has 
been written about the significance of the 
particular method chosen, and it is believed 
that it is usually an expression of deeply un- 
conscious fantasies and wishes. However, we 
shall confine ourselves to the more superficial 


and demonstrable aspects of the problem. 
The following is a comparison of the meth- 
ods employed by our patients, with those used 
by the 47 individuals in the entire Navy and 
Marine Corps who did commit suicide during 
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The great discrepancy here is obvious. 
Wrist cutting is a notoriously inefficient 
means of dying, and this was the method 
chosen by the largest number of our patients. 
Cutting is relatively unusual among the ac- 
tual suicides, and the 3 cases so reported 
include neck lacerations. Examination of 
method thus seems to be one of the more re- 
liable avenues for the evaluation of intent. It 
can be argued that the intent may be equally 
strong in all cases, and that the choice of an 
ineffective method is due to anatomical or 
pharmacological ignorance. While we must 
allow for some such “accidental” survivals, 
the differing dangers of different methods are 
really evident even to the most unsophisti- 
cated. For example, even in cases of deep 
lacerations, the time intervening and the pos- 
sibility of rescue between the act and death 
is obviously relatively long, and lacks the ut- 
ter finality of a bullet through the heart. Al- 
though many people who sever the radial 
artery may consciously desire nothing but 
death, the choice of this route suggests at 
ieast strong unconscious forces working for 
survival. 

It is also notable that all our cases of bi- 
zarre or very painful attempts, such as the 
3 cases of stabbing, occurred in psychotic in- 
dividuals. Such a diagnosis must therefore 
always be the first consideration when we are 
confronted with the more unusual means of 
self-destruction. 

This leads to the matter of diagnosis. The 
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finally established diagnoses of these patients 
were as follows: 


Immaturity reactions 
Psychoses : 
Schizophrenic reactions 
Psychotic depressive reactions 
Personality disorders 
Neuroses : 


By way of distinguishing between the first 
and third groups above, the immaturity reac- 
tions in the nomenclature employed are those 
characterized by overtly childish patterns of 
behavior, such as a pathological dependence 
on parental figures, or infantile tantrums. 
Those called personality disorders are the an- 
tisocial and schizoid personalities, etc. One 
striking fact about this distribution is the 
high incidence of psychotics, although it was 
significantly lower than the proportion of 
psychotics in the total patient population. Of 
these 32 psychotic cases, 15 were first 
brought to medical attention only because of 
the suicidal act, no other anomaly having 
been noted or thought sufficiently serious to 
warrant any action. These patients employed 
histrionic gestures as often as they made bi- 
zatre attempts, so that the former does not 
rule out the possibility of psychosis. Even 
of the 19 patients in the entire group who 
made suicidal moves only while drunk, 2 
were discovered to be schizophrenic. In gen- 
eral, alcoholic intoxication at the time of 
the attempt was not found to be particu- 
larly significant for ultimate diagnosis and 
management. 

After diagnosis, the treatment of the psy- 
chotics will be decided on grounds not spe- 
cifically related to the question of suicide. 
However, with the immature and distorted 
personalities that made up the bulk of our 
series, the evaluation of suicidal intent always 
became the paramount consideration, because 
of possible repetition. In practice, we natu- 
rally err on the side of caution, sometimes to 
the point of intimidation. It is interesting 
that virtually none was returned to duty who 
did not want to go, unless he was a prisoner 


facing a serious charge. The following is an 
example. 

A young man who had always been extremely close 
to his mother was stationed for the first 9 months 
of his service at a locality that permitted him to go 
home every weekend. He then received orders for 
transfer to another part of the country, and inflicted 
a superficial wound on his wrist. In the hospital, he 
frankly stated that his goal was not death, but 
avoidance of this transfer. A good deal of bitterness 
toward his officers was also expressed. The patient 
was discharged via medical survey. 


Discussion 


Upon examination of all the circumstances 
of each case, in only 27 of our 114 cases did 
there seem to be any likelihood of genuine 
suicidal intent, or a possibility of resulting 
death. The remainder employed rather ster- 
eotyped gestures of self-destruction, devoid 
of any wish to die or to inflict permanent in- 
jury. Sixteen gave histories of similar acts 
in the past. When confronted with a large 
number of such cases, it is tempting to dis- 
miss gestures as having little importance. 
However, even the mildest of these is really 
indicative of a considerable degree of person- 
ality disturbance, for this is something that 
a person in good emotional health just does 
not do. It is, of course, no surprise that many 
people who attempt suicide do not want to 
die, But what is the motivating force behind 
this behavior ? 

Regarding actual suicide, Fenichel said 
that “nobody kills himself who has not in- 
tended to kill somebody else”(1). Theoreti- 
cally, suicide is the result of internalized 
aggression. The basic instinctual force is 
presumably aggressive, and an overtly ag- 
gressive component as well has long been rec- 
ognized, being particularly evident in such in- 
stitutions as hara-kiri. The most extreme 
example of this is among a tribe of the Gold 
Coast of Africa. There, should a person com- 
mit suicide, and before so doing attribute the 
act to the conduct of another person, that 
other person is required by law to undergo a 
like fate, although he may be able to avoid 
doing so(3). 

How does this relate to our patients? The 
wife of one instituted action for divorce, and 
he stood in wait outside their home to attack 
her or her male caller with some razor blades, 
which he had specially acquired for the oc- 
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casion. He changed his mind and cut himself 
instead to make her feel sorry. This was ob- 
viously designed to punish her, and of course 
he punished himself simultaneously for his 
hostile thoughts. Aggression is certainly the 
keynote in a great number of these histories 
while depression is not at all prominent. Al- 
most a fifth of these patients came from a 
segment of the population already segregated 
for their poorly controlled aggressions, 
namely, guardhouse prisoners. 

Actively suicidal depressed patients rarely 
can give a rational reason for seeking death ; 
the true motives conserve their power by re- 
maining concealed in the unconscious. As 
noted above, in only 27 of our cases was there 
a suspicion of strong suicidal intent. Only 7 
could offer some plausible actual circum- 
stance as a motive. Those who were evidently 
not suicidal were far more verbose and vehe- 
ment in attributing their action to some re- 
ality factor. Usually it was blamed on the 
Navy, or on some individual of private im- 
portance to them. This constitutes a fascinat- 
ing paradox, and one of practical value. For 
it may be concluded that the patent who has 
the least evident reason for killing himself 
must be more closely watched than the one 
who presents an impressive bill of grievances. 

Of ourse, there remains in every case a 
conspicuously present element of self-injury. 
Much as the environment may be the chief 
target, the perpetrator of this type of assault 
also suffers. We may then speculate that the 
psychodynamics of the suicidal gesture is 
qualitatively quite similar to that of actual 
suicide. Both represent internalized aggres- 
sion. The difference seems to be in the de- 


gree to which the aggression has become di- 
rected against the self. Whereas the true 
suicide has internalized this aggression to an 
extreme degree, the person who makes a ges- 
ture still has his attention focused primarily 
on the external world. He is using his body 
principally as a vehicle with which to express 
anger and protest against his environment, 
with the object of injuring or altering the 
environment, rather than removing himself 
permanently from it. 


SUMMARY 


On the basis of 414 cases treated during 
one year at a Naval Hospital, various aspects 
of the problem of abortive suicide attempts 
have been studied. It was found that the ma- 
jority are histrionic, aggressive demonstra- 
tions, but that this behavior may be encoun- 
tered in a wide variety of psychotic, neurotic, 
and personality disorders. Examination of 
the method employed and of the motives cited 
by the patients, provided the best clues for 
evaluation of true suicidal intent. 

A hypothesis is presented concerning the 
psychodynamics of insincere suicide gestures, 
suggesting that this aberration is related to 
suicide, but that aggression in these cases has 
not been internalized to the same extent. 
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THE CORNELL MEDICAL INDEX-HEALTH QUESTIONNAIRE VII: 
THE PREDICTION OF PSYCHOSOMATIC AND PSYCHIATRIC 
DISABILITIES IN ARMY TRAINING* 


KEEVE BRODMAN, M.D., ALBERT J. ERDMANN, JR., M. D., IRVING LORGE, Pu. D., 
JEROME DEUTSCHBERGER, M.A., ann HAROLD G. WOLFF, M.D.,? 


New Crry 


The effectiveness of a method for identi- 
fying men likely to develop psychiatric dis- 
abilities in service may be appraised better 
by the actual test of service than by psychi- 
atric opinion at pre-induction examination. 
This is a report of a study of the Cornell 
Medical Index-Health Questionnaire as a po- 
tential screening device for the identification 
of inductees likely to develop psychosomatic 
and psychiatric disabilities during the first 4 
months of Army training. 


METHOD 


A sample of 7,527 men, selected at random 
from those undergoing pre-induction exami- 
nation in New York City during September, 
October, and November 1951, completed the 
Cornell Medical Index-Health Questionnaire 
(CMI). Other data collected concerning 
these men were their ages, years of educa- 
tion, scores on the Armed Forces Qualifica- 
tions Test (AFOQT), and where relevant, 
reasons for rejection for service. For those 
inducted into the Army, data were collected 
relating to their subsequent military behavior 
during the 4-month basic training period; 
these, the chosen criteria of military disabil- 
ity, consist of the number of sick calls, the 


1 Read at the rogth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

Sample copies of the Cornell Medical Index- 
Health Questionnaire may be obtained from the au- 
thors, The New York Hospital, 525 East 68th 
Street, New York 21, New York. 

This study was done under a contract, recom- 
mended by the National Research Council, between 
Cornell University Medical College and the Medi- 
cal Research and Development Board, Office of the 
Surgeon General, Department of the Army, Con- 
tract No. DA-49-007-MD-161. 

2 From the New York Hospital, the Departments 
of Medicine (Neurology) and Psychiatry, Cornell 
University Medical College, and The Institute of 
Psychological Research, Teachers College, Colum- 
bia University. 


number of days hospitalized, the number of 
days absent without official leave, the fre- 
quency of disciplinary measures, and the oc- 
currence of discharge from service. 

The CMI, a 4-page schedule, contains 195 
questions similar to those asked by a physi- 
cian eliciting a detailed and comprehensive 
medical history that includes inquiry into psy- 
chiatric aspects. Previous studies have 
shown that responses of patients to these 
questions are as precise and honest on the 
printed form as they are in oral interview 
(1). Other investigations have shown that 
medical interpretations of patients’ responses 
on the CMI yield generally accurate medi- 
cal (2, 5) and psychiatric(3, 4) clinical 
appraisals. 

For this study, the hypothesis to be tested 
is whether there is any relationship between 
the number of yes responses on the CMI, 
that is, the number of medical and psychiatric 
complaints, and evidences of military dis- 
ability. For those men found unfit for service 
at the induction station, the number of yes 
responses was compared to the reasons for 
disqualification. 


RESULTS 


The group of men inducted into the Army 
was dichotomized at 5% of those with the 
highest CMI scores, a level of 50 or more yes 
responses. To date, follow-up records are 
available for g00 men. For the 4-month basic 
training period, the evidence (Table 1) 
clearly shows that the men with 50 or more 
yes responses had a larger number of sick 
calls, days hospitalized, days AWOL, convic- 
tions by courts-martial, and discharges from 
service, than had the men with fewer than 50 
yes responses. The correlations between the 
number of yes responses and each of these 
items of military disability were all signifi- 
cantly different from zero at the .or level. 
The number of yes responses on the CMI 
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TABLE 1 


RELATION OF THE NuMBER oF YES RESPONSES ON 
THE CMI To Crirerta or Apeguacy DurING 
Army TRAINING 


™ Average days 
Average day: 
© Average 
days AWOL 


made by men at pre-induction examination 
thus serves as a measure of the probability 
that they will develop inadequacies in their 
military careers. 

Men acepted for military service made 
considerably fewer complaints on the CMI 
than did those rejected by induction psychi- 
atrists (Table 2). Men rejected for physical 
defects, and without accompanying psychi- 
atric disturbances, reported only slightly 
more complaints than did those accepted for 
service. Table 3, the cumulative frequency of 
yes responses on the CMI for men accepted 
for service and for those rejected solely for 
psychiatric disturbances, shows that at each 
scoring level the latter noted significantly 
more complaints on the CMI than did men 
accepted for Army service. 

Education, in terms of the highest grade 
reached in school, and intelligence, as meas- 
ured by the AFQT, were independent of the 
incidence of psychosomatic and psychiatric 
disability in the first 4 months of Army serv- 
ice, nor were they factors in the incidence of 
rejection by psychiatrists at pre-induction 
examination. The coefficients of correlation 
relating education and intelligence to the se- 


TABLE 2 


RESPONSES TO THE CMI at Pre-Inpucrion 
EXAMINATION 


Physical Rejects 
Psychiatric Rejects ... 
Physical-Psychiatric 


TABLE 3 


Cumutative DistrisuTIon oF YES RESPONSES TO 
THE CMI—InpucteEs AND THOSE REJECTED 
SoLeLty ror PsycHiatric REASONS 


For example, with 30 or more yes responses there 
were 12% of Army inductees and 60% of men re- 
jected solely for psychiatric reasons. 


lected criteria of adequacy of military per- 
formance were not significantly different 
from zero. 

The men inducted into the Army were 
homogeneous with respect to age. Age, there- 
fore, was no factor in this study. 

A random sample of 171 men rejected for 
military service at pre-induction examination 
was visited by 2 field workers 8 months later. 
Of those interviewed, men rejected for psy- 
chiatric disturbances reported 10 times as 
many days sick following pre-induction ex- 
amination as did those rejected for physical 
defects. Men rejected for psychiatric dis- 
turbances, more than those for physical de- 
fects, behaved like soldiers who performed 
inadequately. The few men rejected for psy- 
chiatric disturbances who reported no ill- 
nesses subsequent to their pre-induction ex- 
aminations had made few complaints on the 
CMI. This suggests that those men with few 
complaints on the CMI who were rejected by 
induction psychiatrists may have been ca- 
pable of performing military service with few 
sick calls or hospitalizations. 


CASE HISTORIES OF INADEQUATE SOLDIERS 


These brief histories illustrate that induc- 
tees who make many medical complaints at 
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pre-induction examination may perform in- 
adequately during military training. 


I.M., Camp Chaffee, Ark., had 94 yes responses 
on the CMI. He was in service for 102 days, during 
which he was hospitalized for 35 days, had 5 sick 
calls, was absent 9 days without leave, was convicted 
by court-martial, and was finally discharged for a 
psychiatric disturbance. Obviously, this man was 
unsuited for service, as may have been suspected 
from the large number of complaints on his CMI. 

D.J.G., Camp Gordon, Ga., had 110 complaints on 
the CMI, one of which was that he had had a nerv- 
ous breakdown. In the first 4 months of service, he 
was absent without leave for 30 days, for which he 
was convicted by court-martial. Even if, because of 
poor morale, this man falsified his responses on the 
questionnaire, his later career as a soldier demon- 
strated the same poor morale and unwillingness to 
perform his duties. 

L.R., Fort Lee, Va., had 120 yes responses on the 
CMI. In the first 4 months of service, he had 10 
sick calls and was absent 5 days without leave. Fol- 
lowing his absence without leave, he was referred to 
a psychiatrist who noted: “This man has a passive 
dependent reaction, and will get sicker if retained. 
Recommend separation under AR 615-369. Reha- 
bilitative measures will not benefit soldier or mili- 
tary service, since he cannot possibly function.” The 
CMI, as a screening device, might have suggested 
this conclusion at pre-induction examination. 

I.C., Fort Dix, N. J., had 75 yes responses on the 
CMI. Immediately after his training period, he was 
discharged for unsuitability under Ar 615-369. The 
Army, which obtained no service from this soldier, 
would have been spared the effort and expense of 
training him had he been rejected at the induction 
station. 

M.K., Fort Eustis, Va., had 63 yes responses on 
the CMI, including a history of a nervous break- 
down. Six days after induction, he was hospitalized 
with a diagnosis of “anxiety state.” After a hospital 
stay of 60 days, he was returned to duty awaiting 
discharge from the Army. This man, a burden on 
the Medical Corps and probably subsequently on the 
Veterans Administration, was incapable of render- 
ing effective military service, as the large number of 
complaints on the CMI suggested. 


CoMMENTS 


It is, of course, easier to judge if a man has 
a neurosis than it is to predict whether his 
neurosis will incapacitate him for military 
service. The value of the Cornell Medical 
Index-Health Questionnaire as a psychiatric 
screening device was therefore assessed 
against the test of actual service and not 
solely against psychiatric diagnoses. 

This study was suggested by the observa- 
tions made in World War II that soldiers de- 


veloping psychiatric incapacities usually had 
many medical complaints, and, in addition, 
gave a history of having had similar com- 
plaints in civilian life. It was hypothesized 
that men who would later be incapacitated in 
service could be identified at pre-induction 
examination by their large number of medi- 
cal complaints. 

The evidence does show that the number 
of complaints on the CMI can serve as a 
measure of prediction of psychosomatic and 
psychiatric disabilities in military service. The 
number and kind of medical complaints an 
individual reports on the CMI is his self- 
evaluation, Men with many medical com- 
plaints believe themselves sick; this study 
suggests that such men, if inducted, serve 
like sick people. 

Those rejected for service by induction 
psychiatrists also report themselves as sick 
people. Men rejected for medical rather than 
psychiatric disorders, however, generally do 
not think of themselves as sick. In spite of 
their organic disturbances, they make few 
complaints on the CMI, except for those re- 
lating to the organ system of their structural 
disorders. A large number of complaints on 
the CMI would seem to be indicative of psy- 
chiatric and psychosomatic rather than struc- 
tural disorders. 

Although clinical evaluation of the data on 
the CMI is a more discriminating technique 
for psychiatric diagnosis than is scoring the 
number of yes responses(3), counting the yes 
responses is independent of varying skills of 
different interpreters, and a speedy and use- 
ful measure at induction stations. The CMI 
is most effective when used together with 
psychiatric interview ; it calls immediate at- 
tention to crucial items of history that require 
further investigation. 

A common objection raised to medical 
questionnaires is that a man who wants to be 
rejected for military service can easily fal- 
sify by claiming many symptoms. In World 
War II, however, inductees were found to be 
as honest and accurate with a printed medical 
questionnaire as in oral interview. As indi- 
cated above, men with many yes responses on 
the CMI, even if the yes responses are due to 
poor morale, later are likely to be inadequate 
soldiers. 
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SUMMARY 


Data were collected with a medical ques- 
tionnaire, the Cornell Medical Index-Health 
Questionnaire, from men undergoing prein- 
duction examination. Analyses of these data 
suggest that the Health Questionnaire is a 
suitable instrument for identifying many of 
the men who will later serve inadequately 
during the first 4 months of army training. 
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DISCUSSION 


Totman, Pu. D. (Los Angeles, Calif.).— 
The authors of this study are to be congratulated 
on the wisdom and good fortune of having all mem- 
bers of the selected groups judged in actual test of 
servic:. In reviewing attempts to validate selection 
procedures, I always look back on our difficulties in 
O.S.S. There the low end of the scale was lost en- 
tirely for study, since those judged to be poor risks 
were never sent overseas and hence were never sub- 
jected to the test of service. If they had been sent, 
perhaps our predictive judgments would have proved 
to be much worse than we thought they were. 

I have compared the authors’ findings for phys- 
ical rejects with those of a group of 63 patients with 
pulmonary disorders at a local VA hospital who 
were given the CMI. Of these patients 5 were tu- 


berculous, the others were suffering from pneu- 
monia, pulmonary cysts, neoplastic conditions, bron- 
chiectasis, asthma, etc. The mean number of yes 
responses reported for the physical rejects in this 
paper was 18.8. Our pulmonary patients gave yes 
scores with a mean of 35.5. In this group the scores 
are also higher than in a sample of New York Hos- 
pital patients reported elsewhere and about the same 
as in New York Hospital neurotic patients. 

To all of these 63 patients with pulmonary diffi- 
culties, the MMPI was also administered. I was in- 
terested in examining the CMI scores in relation to 
the hypochondriasis scale. In those patients high 
(above 70) on the hypochondriasis scale of the 
MMPI, the average number of yes responses was 
47.2. The number is not disproportionately high on 
the psychological questions but on the medical ones, 
when compared with patients who are not high on 
the hypochondriasis scale. This finding is consistent 
with expectation and with the results reported by 
the authors of this study. 

The only diagnosed chronic schizophrenic of our 
pulmonary group had a total score of 1. We felt 
that there were some suggestions in our data that 
psychotics tended not to give a large number of yes 
responses, while neurotic patients did. But this im- 
pression, if it were confirmed by examination of a 
larger number of records, would be at variance with 
the authors’ findings. 

It would have been of interest to know if the yes 
responses on the last page of the test—.c., to ques- 
tions on moods, feelings, attitudes, etc.—were sig- 
nificantly higher among the psychiatric rejects than 
among those rejected for physical reasons, or if the 
difference were only in total scores. We found that 
in our group of pulmonary patients there tends to be 
a close association between high scores in the pul- 
monary area of the test and high over-all yes scores. 
Perhaps the same situation obtains among psychi- 
atric patients in regard to psychological scores. The 
authors say elsewhere that a score of more than 2 
or 3 on this page usually indicates psychological 
disturbance. We found in the pulmonary group that 
30 of the 63 patients, or 48% had more than 3 yes 
responses on this part of the test. 

The authors comment: “Men with many yes re- 
sponses on the CMI, even if the yes responses are 
due to poor morale, later are likely to be poor sol- 
diers.” This was exactly the kind of problem which 
bedevilled all of us who were helping local boards 
in selection during the first years of the draft. Often 
it was related to illiteracy. We were convinced that 
if the individual was motivated to malinger, he was 
not motivated to be a good soldier. The CMI ap- 
pears to be a very helpful instrument for detecting 
these potentially poor soldiers. 
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THE TREATMENT OF PSYCHOTIC COMPLICATIONS OF 
PORPHYRIA WITH ELECTROSHOCK 


FREDERICK LEMERE, M. D.,1 Sgattie, Was. 


That porphyria may be complicated by 
acute psychotic disturbances has become well 


known. In 1949, Levy and Perry(1) re- 
ported a case of porphyria with psychosis. 
Pentamethylentetrazol (metrazol R) and 
electroshock treatments were tried but found 
ineffective. In 1951, Oltman and Friedman 
(2) reported a case in which electroshock 
treatments relieved the psychotic symptoms 
in a patient with porphyria. Freeman and 
Kolb(3) also reported a case in 1951 in 
which the psychotic symptoms persisted after 
the urinary porphyrins became negative. Six 
electroshock treatments brought the patient’s 
mental condition back to normal. 

The following 2 cases are reported because 
electroshock treatments were life-saving and 
might be again in similar circumstances. 


CasE REPORTS 


Case I.—This 40-year-old housewife, first seen in 
1947, had suffered from intermittent severe pains 
in the abdomen and extremities for 12 years. She 
was placed in a general hospital for observation but 
became so emotionally upset and irrational that she 
had to be transferred to a private sanitarium. She 
was given 2 weeks of insulin shock and 6 electro- 
shock treatments with recovery from her mental 
condition and considerable lessening of her pain. 

Two months later she had to be rchospitalized. 
She had withdrawn to her bed and lay there with 
the shades drawn and a pillow over her head. She 
refused to eat or talk to anyone for a week, and was 
obviously suffering from severe abdominal distress. 
Three electroshock treatments brought her com- 
pletely out of her mental relapse. A tentative diag- 
nosis of schizophrenia was made because of the 
withdrawal and regression during the acute attacks 
of mental illness. 

During 1948, she was treated in the office with va- 
rious medications for relief of pain. It was suspected 
in 1949 that she might have porphyria. She gave a 
history of dark red urine at times, especially during 
exacerbations. A urinalysis during a period of rela- 
tive remission showed coproporphyrin strongly posi- 
tive, uroporphyrin negative, and porphobilinogen 
slightly positive. 

In 1949, she again withdrew and refused to eat. 
Two electroshock treatments brought about an im- 
mediate recovery and these symptoms have not re- 


1 From the Department of Psychiatry, University 
of Washington School of Medicine. 


curred to date. A urinalysis during this flare-up 
showed strongly positive porphobilinogen, but it be- 
came only slightly positive after the electroshock 
treatment. 

Case II.—This 36-year-old, white, housewife was 
first seen in consultation in a general hospital in 
August, 1948. At that time, she was writhing in 
pain and crying out that she wished to kill herself 
because of severe abdominal cramps. Because of her 
acutely disturbed mental condition, she was trans- 
ferred to a private psychiatric sanitarium. 

At the sanitarium, she continued to be psychotic 
and was rapidly losing strength because of refusal 
to eat and exhaustion. She was given 2 electroshock 
treatments with markec improvement in her mental 
condition and was discharged home. While in the 
sanitarium, the nurse noticed that her urine was a 
brick-red color. Laboratory examination showed it 
to be strongly positive for coproporphyrin, slightly 
positive for uroporphyrin, strongly positive for por- 
phobilinogen, and a diagnosis of porphyria was 
made. 

Her history revealed 4 operations for abdominal 
pain and years of emotional instability. After her 
discharge she continued to have numbness and pare- 
sis of the extremities, spells of severe respiratory 
weakness, abdominal pains, and emotional insta- 
bility. These pains became so severe that she was 
placed on methadone which she took regularly until 
January 1953. At this time, she was beginning to 
abuse the prescribed routine of medication; her ad- 
diction became evident and she w:. taken off metha- 
done in spite of the fact that it gave her considerable 
relief from pain. 

She was placed in a sanitarium and the methadone 
gradually withdrawn. A urinalysis showed por- 
phobilinogen to be strongly positive. The pain in 
her abdomen became unbearable and she became ir- 
rational, delirious, and attempted suicide. Four elec- 
troshock treatments corrected her meztal condition 
and seemed to reduce the pains to the point of toler- 
ance. She was able to return home and although she 
still has a great deal of pain and weakness of her 
extremities at times, she has taken no more drugs. 
Her urinary porphobilinogen has remained moder- 
ately positive. 


DIscussION 


Why electroshock tr. nents should clear 
up the mental complications of porphyria is 
not clear. In my opinion, the effect is proba- 
bly not specific but rather caused by general 
stimulation of the defense mechanisms of the 
body. Electroshock treatments have been 
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found helpful in other organic mental condi- 
tions such as paresis and sometimes in the 
mental disturbances following a cerebral vas- 
cular accident. 

The associated partial relief, induced by 
electroshock, of the acute pains of porphyria 
is probably due to the restoration of mental 
balance and control over central appreciation 
of pain rather than an effect on the peripheral 
neuropathy of this disease. 

Intravenous procaine has been reported 
beneficial in acute attacks of porphyria. I 
have not had an opportunity to try procaine 
in cases complicated by psychoses to see 
whether or not this would be as effective as 
electroshock. 


SUMMARY 


Two cases of psychoses complicating por- 
phyria are reported. Electroshock was effec- 
tive in both cases in producing an immediate 
remission of the mental symptoms whenever 
they reoccurred. 
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PARANOID PSYCHOSES ASSOCIATED WITH 
AMPHETAMINE USAGE 


A CurnicaL Nore 
A. H. CHAPMAN, M.D., Kansas Crry, Mo. 


From time to time in the medical literature 
reports have appeared of psychotic episodes 
associated with the use of amphetamine 
(benzedrine) and its derivatives. In 1938 
Young and Scoville(1) reported 3 paranoid 
_ episodes in patients with narcolepsy who had 
been taking amphetamine for an extended pe- 
riod. In one of their cases the psychosis be- 
came chronic, another showed no signs of im- 
provement over a 5-week observation period, 
and the third case presented a paranoid epi- 
sode of only a few days duration. These au- 
thors felt that amphetamine represented a 
significant danger in patients who were pre- 
disposed to paranoid thinking, and that am- 
phetamine could in such persons precipitate 
an acute or chronic paranoid psychosis. 

Since then occasional reports of paranoid 
episodes associated with the use of amphet- 
amine, dexedrine, or closely related drugs ap- 
peared. Von Nandelstadh(2) reported 3 
acute paranoid psychoses resulting from ben- 
zedrine usage, and referred to reports of 19 
similar cases. Similar case reports of para- 
noid psychoses due to amphetamine have 
been made by Schneck(3), O’Flanagan and 
Taylor(4), Monroe and Drell(5), Norman 
and Shea(6), Wallis, et al.(7), and others 
(8,9). These reports have dealt mainly with 
acute paranoid episodes which tended to sub- 
side after several days when the drug was 
withdrawn. However, in many of these re- 
ports it is not clear whether the process be- 
came chronic and what was the eventual out- 
come. Thus it would appear that amphetamine 
and related compounds can precipitate acute 
psychotic episodes with dominant paranoid 
features, but it is often difficult to say whether 
the misuse of amphetamine is symptomatic of 
an incipient psychosis or precipitated the psy- 
chosis in an emotionally unstable person. 

It has been suggested(1) that amphet- 
amine compounds, by inducing a state of 
distractible alertness, facilitate feelings of 
personal reference from the environment, 
and thus precipitate paranoid episodes in 


emotionally predisposed persons; whether 
the episode is transitory or becomes chronic 
would depend on the severity of the prepsy- 
chotic tendency toward paranoid, projective 
processes. 

The author has observed 2 cases in which 
chronic paranoid psychoses occurred in asso- 
ciation with prolonged or excessive use of 
amphetamine compounds, and in which it 
was felt that the amphetamine played a caus- 
ative role. 


Case Reports 


V. N., a 32-year-old, white, married male was ad- 
mitted to the hospital with a chief complaint that 
his thinking was being controlled by a variety of 
persons through mental telepathy. Several months 
prior to entry to the hospital the patient had begun 
to experience auditory hallucinations of an accusa- 
tory nature and he had developed an elaborate sys- 
tem of paranoid delusions. He felt that a large num- 
ber of his acquaintances were talking about him, 
plotting ill-defined misdeeds toward him, and schem- 
ing to control his mind. For a time he remained at 
home under family care until the persistence of his 
disturbance caused the family to seek his admission 
to the hospital. 

At the time of admission the patient had been tak- 
ing benzedrine medication for approximately 4 
years. He was discharged from military service in 
1945, with a diagnosis of narcolepsy and a 30% dis- 
ability. He was put on medication, however, only 
at a later time on re-examination for his pension 
status, and thereafter took between 10 and 30 milli- 
grams of benzedrine each day. There had been 
varying amounts of desoxyephedrine sulfate also. 
The narcolepsy would appear to have begun in early 
adolescence, apparently after a severe infectious ill- 
ness involving the upper respiratory tract. 

The patient’s prepsychotic personality is described 
as that of a studious, pleasant, quiet individual who 
had made an adequate and emotionally satisfactory 
social and marital adjustment prior to the onset of 
his illness. 

On admission he showed a certain amount of with- 
drawal. He was somewhat suspicious, but talked 
with a clear sensorium about his elaborate system 
of paranoid delusions. Auditory hallucinations had 
been present, but were not then a prominent feature. 
On a prolonged period of observation and conserva- 
tive psychiatric management the patient showed no 
improvement. A course of 22 electric shock treat- 
ments was given. The patient went through a pe- 
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riod of confusion and recent memory loss much 
more marked than is usually seen with electroshock 
therapy. As the patient emerged from this period 
he was given limited supportive psychotherapy. He 
made a complete recovery and after a 6-week period 
of observation was discharged’ on trial visit. His 
affect was good, he socialized well, and the paranoid 
and hallucinatory experiences had cleared. He looked 
back on his previous symptoms as an illness from 
which he had recovered. The patient and his family 
were quite emphatic in their belief that the berze- 
drine had played a significant role in the precipita- 
tion of his illness and the patient preferred to en- 
dure his mild narcolepsy rather than go back on 
medication. He maintained his improvement during 
a 2-month observation period. 


S. W., a 39-year-old, white, single male was ad- 
mitted to the hospital with a chief complaint that a 
number of persons were plotting against him. Ap- 
proximately 4 months before admission the patient 
on his own initiative had begun to take large 
amounts of amphetamine, and during these 4 months 
had taken up to 90 milligrams a day. During this 
period he was working long hours and intensely on 
business matters, and used the increasing quantities 
of amphetamine as a stimulant. Two months before 
admission the patient had begun to develop an elabo- 
rate system of paranoid delusions. He felt that a 
number of his acquaintances and friends were plot- 
ting against him to damage his business interests. 
He felt that they had hired people to follow him, 
and possibly eventually to kill him. 

On admission the patient was a pleasant, though 
suspicious, somewhat tense man who would talk 
freely of his persecutory delusions. His sensorium 
was clear, there were no hallucinations and his in- 
telligence was unimpaired. His affect was colored 
by a minimal amount of tension and irritability, but 
on the whole it was not essentially outside normal 
limits. He accepted hospitalization as the final step 
in the schemes of his malefactors. 

The patient’s prepsychotic personality was that of 
a hard working, sensitive, isolated, intelligent per- 
son who made few friends. He showed a distinct 
tendency to project on others his own shortcomings 
and unacceptable feelings, producing a persistent 
mild paranoid trend. Earlier in life he had used al- 
cohol excessively and one episode of delirium tre- 
mens was characterized by florid paranoid delusions. 
However, it was reliably determined that he had 
not drunk at all for one year before this current hos- 
pitalization, and had not used alcohol excessively for 
at least 2 years. The patient had received psychi- 
atric help for his alcoholism and had been able to 
make an adequate emotional, interpersonal and so- 
cial adjustment without alcohol for at least 2 years 
prior to the onset of this psychotic episode. 

During a 2-month period of psychiatric observa- 
tion and conservative management the patient’s psy- 
chotic condition remained essentially unchanged. It 
is felt that in this case amphetamine had been an 
important agent in precipitating a psychosis in a 
patient who was emotionally predisposed to para- 


DIscusSsION 


Discussions of the mode of action of am- 
phetamine in producing paranoid psychoses 
have considered both toxic effects on cerebral 
functions and the psychologic effects of a 
drug which produces an increased alertness 
to stimuli from the environment. 

Himwich(10) refers to observed findings 
of (1) lowered cerebral blood fiow, (2) 
lowered cerebral metabolic rate, and (3) re- 
versal of the inhibitory action of some amines 
on oxygen intake, the latter being effected by 
the affinity of amphetamine for amine oxi- 
dase. The latter observed action is at some 
apparent variance with the reported lowered 
cerebral metabolic rate, but the various ob- 
servations indicate that amphetamine can 
produce altered cerebral physiology which 
Himwich refers to as toxic in nature. 

Young and Scoville(1) felt that the mode 
of operation was by the production by the 
drug of a state of increased distractible alert- 
ness. This, they felt, had led to ideas of ref- 
erence and misinterpretation of the environ- 
ment which precipitated a paranoid psychosis 
in a patient who had showed a latent paranoid 
trend but who would not have become psy- 
chotic had he not used the drug. 

It would appear most probable that the 
precipitation of the psychosis is due to a com- 
bination of these factors. Whether the psy- 
chosis would develop as an acute or chronic 
process would depend on the basic person- 
ality of the patient, one with a lesser degree 
of basic personality difficulty would probably 
have an acute, transitory paranoid psychosis, 
while one who strongly tended to the use of 
projection as a defensive measure would be 
likely to exhibit a prolonged paranoid process. 
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THE SENSE OF TIME AND ITS RELATION TO 
PSYCHIATRIC ILLNESS + 


FRANKLIN S. DuBOIS, M.D., New Canaan, Conn.? 


Although usually defined as measured du- 
ration (Webster ), time is really a concept that 
can be considered from the philosophical(1), 
biological (2), physiological(3), physical(4), 
or psychological(5) viewpoint. This paper is 
a study of the psychological aspect of time 
and is based on clinical observation of several 
hundred psychiatric patients of many diag- 
nostic types. The conclusions drawn are cor- 
related with the findings of other authors and 
are formulated in an hypothesis that suggests 
a significant role for the sense of time in the 
motivation of human behavior. 


HISTORICAL 


It is probable that man’s first ideas about 
time were philosophical, antedating the in- 
vention of even the crudest instruments of 
measurement, and that time was thought of 
as a continuous stream extending from the 
limited known into the infinite unknown. In 
the beginning the “Logos” included time with 
law and order apparent in the movement of 
the sun, moon, and stars, in the rhythmic re- 
currence of day and night and in the succes- 
sion of the seasons. Science, as such, was 
unknown and time was considered the respon- 
sibility of nature or the gods. Very likely in 
this prehistoric period there was some dim 
appreciation of time as a life span, with ac- 
ceptance oi biological time from birth to 
death as common to all human beings. But as 
philosophy evolved, the contemplation of time 
as a continuous and unending process de- 
veloped and ultimately crystallized into a 
generally accepted religious belief that life on 
earth was a period of preparation for immor- 
tality. In life after death man would be 
happy or unhappy according to his relation- 
ship with the supreme power or deity. 

However, the invention of timepieces 


1 Presented in part at the annual meeting of the 
Southern Psychiatric Association, Biloxi, Miss., 
Oct. 4-6, 1953, and in full at a meeting of The 
Vidonian Club, New York City, Oct. 31, 1953. 

2 Associate Medical Director, Silver Hill Founda- 
tion for the Treatment of the Psychoneuroses, New 
Canaan, Conn. 
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“changed the general direction of human in- 
terest from heaven to the world”(6). Sun- 
dials, water clocks, hourglasses, and other 
simple instruments for measuring time 
shifted the focus from eternity to the reality 
of the day. Somewhat later these earliest 
timepieces were superseded by bells 
(cloches) which marked the hour of prayer 
in monasteries. Thus the first regular inter- 
vals for specific happenings were denoted. 
For centuries after metal came into use 
everyone depended upon ecclesiastical bells 
or watchmen for knowledge of time. Gradu- 
ally kings and men of wealth acquired crude 
and uncertain individual clocks then elaborate 
watches that were exquisitely carved and 
bejeweled but so erratic and inaccurate that 
they were regarded as ornaments rather than 
actual timepieces. Much later, with increased 
knowledge of astronomy and mathematics, it 
was found that the most accurate measure- 
ment of time was obtainable from study of 
the movement of the heavenly bodies. But 
centuries went by before there was acceptance 
of a universal standard time. At an interna- 
tional conference in Washington, D. C., in 
1884, most of the nations in the world 
adopted time reckoned from Greenwich at O, 
the time meridian of longitude. This is the 
physical time measurement which average, 
normal persons accept today—an objective 
standard of time—the measured duration 
upon which they depend and by which they 
regulate their daily and hourly activities. 


THE SENSE OF TIME 


This physical or objective time “in which 
one moment possesses the same validity as 
any other”(7) is to be clearly differentiated 
from psychological or subjective time in 
which the sense of duration is the distin- 
guishing feature. The latter is “a sensation 
immediately experienced in ourselves” (8) 
and is one of the more fundamental facilities 
of the psyche. Such an awareness of time is 
not inherent but is acquired by learning and 
ultimately becomes an integral part of the 
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personality. The new born child has no sense 
of duration(9), he develops a subjective ap- 
preciation of time. This developmental proc- 
ess has been studied extensively by Gesell and 
Iig(10) who point out that as in all growth 
processes there are individual differences, but 
there is a uniformity in the development of 
the perception of time that may be considered 
a norm. They stress the fact that “percep- 
tions of time . . . values are so complex that 
it will literally take the child years to perfect 
them” and that the sense of time grows “with 
experience, and with the advancing maturity 
of his sensory, motor and correlating nerve 
cells.” In reporting on their detailed observa- 
tions Gesell and Ilg state that 


When a child is 18 months old he begins to grasp 
the meaning of “now.” Not until he is two years 
old or older does he comprehend “soon.” He is 
learning to “wait.” There is little use in telling 
younger children to wait, in order to delay their re- 
actions. . . . The 3-year-old begins to use the sig- 
nificant word “when.” .. . He also uses the word 
“today.” . . . Somewhat later he uses the word “to- 
morrow.” “Yesterday” comes later still. . . . Time 
words like “morning,” “afternoon,” “Tuesday,” 
“week,” “two o’clock,” “year” emerge in the child’s 
speech as he matures. . . . They are used in con- 
crete situations long before they are used in ab- 
stract notions. ... There is much dramatic pre- 
tense of telling of time from a toy wrist watch at 
four years of age; but a child may be 6 years old 
before he can make a discriminating verbal distinc- 
tion between morning and afternoon. 

At six years[11] he takes a new type of interest 
in the ages of the young and the old, and in the 
babyhood of his mother. This is more than a per- 
ception of duration. It is the beginning of apprecia- 
tion of a time cycle——a higher order of insight, a 
more philosophic outlook. At seven years he not 
only tells time by the clock, but is interested in time 
schedules—a cultural kind of time. At eight years 
he likes to consult the schedules as they are posted 
on the bulletin board. He is getting time bearings in 
a restricted province. But he is still color blind for 
historic time. For all he knows, George Washington 
is mentioned in the Bible. 

At ten years, however, the child is better oriented 
with respect to historic time, and he is yet more pre- 
cisely oriented to local community time, life cycle 
time and personal time. .... He knows the date; 
the day of the week; the exact minute of the next 
program on the radio. 


In other words, he is approaching adult- 
hood and an abstract concept of time(12) al- 
though his sense of time is not fully developed 
until the age of 14 years(13). 

Thus one finds excellent scientific report- 
ing on the behavioristic level. But what hap- 


pens within the organism while it is formu- 
lating an understanding of time? How, 
psychodynamically and otherwise, does the 
sense of duration develop? 

Certainly constitution cannot be ignored in 
considering psychological time. Individuals 
are biologically different from birth. Even 
while the baby is in the crib, differences are 
readily apparent: one child may be energetic, 
vivacious and little concerned with sleep 
while another is lacking in energy, listless, 
and requires a great deal of rest(14). It 
seems likely that basic organic structure plays 
a significant role throughout the individual’s 
life with rate of energy expenditure being 
closely correlated with time sense. Thus we 
have the alert, energetic, and perhaps chron- 
ically hypomanic individual who never has 
enough time to complete his interminable 
activities or, conversely, the tired, laconic, 
schizoid who just sits and thinks with no real- 
istic appreciation of time. In broad perspec- 
tive these persons would seem to be primarily 
motivated by constitution. In addition, they 
and all others may be influenced by what Mer- 
loo(15) terms “an inner clock” which is said 
to differentiate inner or subjective time from 
outer or world time, a concept not unlike that 
brought forward by Hoagland(16), who de- 
scribes a “chemical clock” which helps to 
evaluate items of duration and is modified by 
body temperature and sensorimotor activity. 
But these inherent elements of the organism 
are not the only forces that account for the 
sense of time. Psychodynamic factors play 
an important part in its formulation. 


PSYCHODYNAMICS 


The native biolegic clay of consciousness is 
molded by psychological processes from the 
time of birth. Freud(17) regards the uncon- 
scious as timeless, citing dreams with the con- 
solidation of hours of time into a few min- 
utes’ duration, with past, present, and a 
wished-for future indiscriminately accepted 
by the dreamer as real. Similar to the dreams 
of the individual, he points out that the myths 
of the race disregard an actual time element. 
On the other hand, Scott(18) states his dis- 
belief in the timelessness of the unconscious 
while Schneider(19) holds that the uncon- 
scious has a time, but that this is a space-time 
as contrasted with the chronologic time of the 
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conscious mind. One can conjecture that time 
is the first contact of the infant’s conscious- 
ness with reality and that time is almost, if 
not actually, synonymous with reality. This 
surmise is based upon the generally accepted 
belief that at birth an infant is completely 
egocentric(20) and with no sense of time 
whatever. He recognizes nothing but himself 
and time means nothing to him. The world is 
his and the actions of every thing and every 
person about him are interpreted purely in 
terms of self. Gradually a differentiation of 
self from environment begins to take place. 
His egoistic drives begin to be restricted and 
the restraints are largely the result of time 
encroaching upon his domain. Originally all 
basic needs and desires have free and unin- 
hibited expression. He is fed frequently and 
regularly ; there are no limitations or respon- 
sibilities—in short, no discomfort. But as he 
grows, discomfort creeps in. It first appears 
with the increasing intervals between his pe- 
riods of nursing(21): he learns that there is 
a time when he eats and a time when he does 
not. Gradually and inexorably more things 
are added that infringe upon his egocentricity 
and frustrate his basic drives; the inevitable 
requirements of the environment bring about 
the process of growing up. All of these re- 
quirements not only are related to time but 
also are directly the result of his being in the 
presence of authoritarian figures, usually his 
parents. Consequently, as the individual 
grows and begins to face reality, he comes to 
feel and believe that present time or now is 
synonymous with authority. Authority says 
it is time to get up, authority says it is time 
to go to bed, time to eat, time to sleep, and 
time to do a variety of other things. Thus 
time, equated in consciousness with authority, 
is intimately associated with frustrations of 
the subjective urges of the individual and 
represents an invasion of his desires. It might 
be said that the pleasure principle of infancy 
is equivalent to omnipotence, while with the 
recognition of time there is a facing of re- 
ality(22). Infantile omnipotence gradually 
must be given up as the ordinary demands of 
life are met by a standard of time integrated 
with the general growth process. If the frus- 
trations and limitations by time in the form 
of authority are sympathetically and under- 


standingly directed, the individual achieves a 
proper sense of duration in maturity. He ac- 
cepts time as a privilege, not a menace, and 
takes it at its true value and uses it intelli- 
gently, an attitude and process that give to 
an adult a sense of proportion as to the rela- 
tive significance of his daily activities and the 
objectives towards which he is striving. Basi- 
cally, such a person has learned to wait with- 
out undue distress ; he can view time objec- 
tively and live in terms of “the Reality 
Principle” (23), a distinguishing mark of the 
well-integrated and emotionally adjusted 
adult. 

But even though the comfortably adjusted 
person has learned to view time objectively, 
his appreciation of duration is continually 
changing. Seconds, minutes, hours, days, 
months and years move with precise regu- 
larity, but to the individual time is never ab- 
solute. It is modified by the flux of thought 
and feeling. The ever-changing present 
brings about an ever-changing emotional 
stream and thus an ever-changing apprecia- 
tion of time and reality. Long before emo- 
tions were defined this concept was generally 
known. Pliny the Younger said in Letter 
VII: “The happier the time, the faster it 
goes.” And today one feels the paradox of 
rapidly passing days and slowly dragging 
years in youth and their opposites in old age. 
Thoughtful persons know, however, that 
these interpretations of time are not valid, but 
the result of their own changing attitudes; 
they realize that the subjective sense of the 
passage of time depends primarily on the in- 
dividual’s state of comfort or discomfort. 
Furthermore, a diversity of human nature 
plays a part in every personalized account of 
time(24) ; lifelong training and habits con- 
dition emotions in such a way that the present 
is differently invested with feeling and dif- 
ferently appreciated by different individuals. 
Thus, in the normal but compulsively inclined 
personality one finds tension activity and its 
correlated verbalization “so little time” as 
frequently as he does punctuality, meticu- 
lousness, and thrift, while in the orally dis- 
posed character tardiness, carelessness, and 
extravagance are apparent. Both individuals 
are oriented to time as mature adults yet their 
senses of duration differ. 
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PSYCHOPATHOLOGY 


There are, however, some persons who are 
disoriented as to objective standard time. 
Their reckoning is based upon a subjective or 
psychological interpretation of time peculiar 
to the individual, not determined by fact and 
a matter of common acceptance, but by an 
emotionally disturbed time sense, a psycho- 
pathological time sense, or a time agnosia 
which handicaps their fitting into the normal 
mores and cultural patterns of the society in 
which they live. Seldom can such persons see 
that it is not time per se, but they themselves 
who are at fault. 

This time agnosia may be an outstanding 
symptom in the psychoses and to a lesser de- 
gree in the neuroses where it may operate as 
one of the manifestations of personality dis- 
order. It is well known that organic reactions 
may markedly disturb the time sense. Head 
injury(25), electroshock(26), mental defi- 
ciency (27), cerebral arteriosclerosis (13), se- 
nile dementia(28), alcohol(29, 30), drugs 
(31), fever(32), or any physiologically nox- 
ious process or agent disturbs the rhythm of 
sensorial impressions and interpretations and 
brings about a total or partial loss of the ap- 
preciation of time. These phenomena are 
rather easily understood because there is a 
“distortion of time as related to memory” 
(33). But what are the forces that bring 
about a complete or incomplete time agnosia 
in the so-called functional mental illnesses? 
What are the factors that lead an individual 
toward a world of his own in which time ex- 
ists only in accordance with his own feeling 
tone, emotions, or mood? 

The answers to these queries would seem 
to lie in an understanding of disturbances that 
may take place in the psychodynamisms of 
the developing sense of time. If, as noted 
previously, the frustrations and limitations of 
the basic desires and urges of the infant are 
sympathetically directed by time in the guise 
of authority, the individual achieves a sound 
sense of duration in maturity. If, however, 
the parents or parent surrogates are arbi- 
trary, interfering, and critical and fail to co- 
operate with the growing child’s needs in a 
sympathetic way, an unwholesome and handi- 
capping time sense results. Such emotional 
traumatization “sets the stage for later neu- 
rosis to develop” (34). Rebellion against au- 


thority symbolized in time occurs and gives 
rise to neurotic or psychotic manifestations 
of unconsciously motivated escapism and 
regression. 

Rebellion against time in neurotic condi- 
tions is both obvious and impressive. Al- 
though the revolt is variously and variably 
expressed in symptoms, an act of aggression 
against the parent figure(15) that enforced 
the concept of time reality upon the individ- 
ual is regularly present. Overt rebellion 
against time, a tangible item in the present, 
is actually a covert attack on an authoritarian 
figure of the past. Thus the frequently mani- 
fest neuroticism of killing time is in truth ag- 
gression against the parent. All neurotics 
rebel against present time or now. They con- 
stantly try to avoid time, particularly the 
present, by denying it or by using sleep, day- 
dreams, fantasies, or intoxication with drugs 
or alcohol(15) as a means of avoiding the 
reality of time. 

Furthermore, the abnormal personality 
may be rebelling not only against the parent 
but against a part of his own character. Dur- 
ing the period of growth, the authority of 
time is gradually assumed by the developing, 
purposeful, directive part of the personality. 
Ultimately, the individual completely incor- 
porates the authority within himself. If his 
basic urges are in harmony with this au- 
thority, time proves to be one of the effective 
ways in which the ego maintains contact with 
the environment(35) and the personality 
functions efficiently. If, however, the drives 
are resentful of an overstrict authority, con- 
flict ensues between drives and conscience 
and the anxiety that results expresses itself 
in symptoms. For the most part these symp- 
toms are dedicated to rationalizing or lying 
to the individual’s own authoritarianism as to 
why he is wasting time in the present. Witness 
the patient in a depression who states that 
since things have been so bad in the past and 
the road into the future is blocked(36, 37), 
there is no reason to do anything in the pres- 
ent. Accordingly, he resorts to obsessive 
brooding or actually brings the personality to 
a standstill in a stupor. Or note the psycho- 
path who seems totally to lack a sense of time 
(38), or the schizophrenic’s denial of the ex- 
istence of time, with the delusion that time 
has stopped(18, 39) and correlated fantasies 
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of sufficient intensity to create a present of 
his own. Or, fina ‘y, listen to the laments of 
the neurotic: if he could just be freed of his 
symptoms, he could do something now. If he 
did not have abdominal discomfort, he could 
do his job now. If he was not preoccupied 
with obsessive thoughts, he would be able to 
carry on his profession now. If he could get 
some good sleep, he would not be so tired 
now. If people wouid just let him alone and 
not be critical, he could think more clearly 
now. All of these symptoms are projections 
and preoccupations formulated to justify his 
denial of the present—now—to the authori- 
tarian purposeful portion of this personality, 
because he is not permitted by his own con- 
science to give free expression to his instinc- 
tive, pleasure-bent, discomfort-avoiding 
drives. 


CoNCLUSIONS 


These psychotic and neurotic symptoms in- 
dicate a failure of the individual to function 
as a mature adult because of a defective sense 
of time that is unconsciously equated with a 
disturbed reaction to authority. They are due 
to unfortunate early interpersonal relation- 
ships that later motivate failure in social ad- 
aptation in a culture which accepts a common 
denominator of time. The person thus handi- 
capped blocks himself from effective action. 
He cannot live in reality in terms of satisfy- 
ing performance ; his conflicts are too great. 
If, however, there has been a wholesome re- 
lationship with parents and a normal develop- 
ment ot the time sense, he can function in an 
unfettered fashion. Such an emotionally 
healthy adult experiences the present har- 
moniously as a bridge between a pleasant past 
and a hopeful future with its opportunities 
for accomplishment. “He has attained the 
balance that results when feeling, thinking 
and acting are in harmony with both con- 
science and society”(40). He views time ob- 
jectively and shapes his ambitions accord- 
ingly. He does not “kill time” in any way, 
because he has a purpose(41), a purpose that 
initiates action to make his life significant in 
terms of service to others. 


SuMMARY 


In a study of time from the psychological 
viewpoint the development, personal varia- 


tion, psychodynamics, and psychopathology 
of the sense of time are considered. On the 
basis of the evidence presented the suggestion 
is made that a normal sense of time aids in 
successful adjustment while a disturbed sense 
of time may induce symptoms of psychop- 
athy, psychosis, or neurosis. It is hoped that 
others will test this hypothesis. 


BIBLIOGRAPHY 


1. Mitchell, A. Translation of Bergson’s Creative 
Evolution, pp. 317-319 and pp. 343-346. New York: 
Henry Holt, 1911. 

2. DuNoiiy, P. L. Biological Time, New York: 
MacMillan Company, 1937. 

3. Carrel, A. Physiological time. Science, 74: 
618, 1931. 

4. Milham, W. I. Time and Timekeepers. New 
York: MacMillan Company, 1923. 

5. Sturt, M. The Psychology of Time. New 
York: Harcourt, Brace, 1925. 

6. Brooks, V. Lewis Mumford, American prophet. 
Harper’s Magazine, 204: 46, June, 1952. 

7. Eissler, K. R., Time experience and the mech- 
anism of isolation. Psychoanal. Rev., 39: 1, 1952. 

8. Schilder, P. Psychopathology of time. J. Nerv. 
and Ment. Dis., 83 : 530, 1936. 

9. Bonaparte, M. Time and the unconscious. In- 
ternat. J. Psychoanal., 21 : 427, 1940. 

to. Gesell, A., and Ilg, F. L. Infant ana Child 
in the Culture of Today, pp. 21-25. New York: 
Harper, 1943. 

11. Gesell, A., and Ilg, F. L. The Child From 
Five to Ten, pp. 424-427. New York: Harper, 1946. 

12. Bromberg, W. The meaning of time for chil- 
dren. Am. J. Orthopsychiat., 8: 142, 1938. 

13. Davidson, G. M. A syndrome of time-agnosia. 
J. Nerv. and Ment. Dis., 94: 337, 1941. 

14. Terhune, W. B. Mental Hygiene Reeduca- 
tion; IV: The Nature of Nervousness, p. 19. New 
Canaan, Conn.: Privately Printed, 1950. 

15. Merloo, A. M. Father Time—An analysis of 
subjective conceptions of time. Psychiat. Quart., 
22: 587, 1948. 

16. Hoagland, H. The physiological control of 
judgments of duration: Evidence for a Chemical 
Clock. J. Gen. Psych., 9 : 267, 1933. 

17. Freud, S. Collected Papers, IV, p. 119. Lon- 
don: Hogarth Press, 1925. 

18. Scott, W. C. M. Some psychodynamic aspects 
of disturbed perception of time. Brit. J. Med. Psy- 
chol., 21: 111, 1948. 

19. Schneider, D. E. Time-space and the growth 
of the sense of reality: A contribution to the psy- 
chophysiology of the dream. Psychoanal. Rev., 35: 
229, 1948. 

20. DuBois, F. S. Helping the child grow up— 
an introduction to child guidance. Conn. Med. J., 
14: III, 1950. 

21. Sachs, H. Cited by Eissler, K. R. (7, supra), 
Bergler, E. and Roheim, G. (22, infra). 

22. Bergler, E., and Roheim, G. Psychology of 


+ 
‘ 
{ 
‘ 


1954] 


FRANKLIN S. DuBOIS 51 


time perception. Psychoanal. Quart., 15: 190, 1946. 

23. Berne, E. The Mind in Action, p. 80. New 
York: Simon and Schuster, 1947. 

24. Boas, G. The acceptance of time. Univ. Calif. 
Publ. in Philos., 16: 249, 1950. 

25. Schilder, P. Psychic disturbances after head 
injuries. Am. J. Psychiat., 14: 155, 1934. 

26. Coheen, J. J. Disturbances in time discrimi- 
nation in organic brain disease. J. Nerv. and Ment. 
Dis., 112: 121, 1930. 

27. Engle, T. L., and Hamlett, I. C. The use of 
the time appreciation test as a screening or supple- 
mentary test for mentally deficient patients. Am. J. 
Ment. Def., 54: 521, 1950. 

28. Minkowski, E. Quelques Remarques sur la 
Psychopathologie de la Démenee Sénile. J. de Psy- 
chol., 25:79, 1928. 

29. Sterzinger, O.. Chemopsychologische Unter- 
suchungen iiber den Zeitsinn. Zeit. fiir Psychol., 
134: 100, 1935. 

30. Vernon, H. M. The relation of alcohol to 
road accidents: a preliminary study. Human Fac- 
tor, 10: 255, 1936. 

31. Bromberg, W. Marihuana intoxication. Am. 
J. Psychiat., 91 : 303, 1934. 


32. Browne, W. A. F. The perception of time as 
a feature in mental disease. Brit. J. Ment. Sc., 19: 
519, 1874. 

33. Sands, I. J. Foreword to Abnormal Person- 
ality and Time by N. Israeli. Lancaster, Pa.: The 
Science Press Printing Co., 1936. 

34. Merloo, A. M. Father Time, II. Psychiat. 
Quart., 24: 657, 1950. 

35. Dooley, L. Concept of time in defense of ego 
integrity. Psychiat., 4:13, 1941. 

36. Straus, E. Das Zeiterlebnisinder Endogenen 
Depression und inder Psychopathischen Verstim- 
mung. Monatssch. Psychiat. u. Neur., 68: 640, 
1928. 

37. Straus, E. W. Disorders of personal time in 
depressive states. South. Med. J., 40: 254, 1047. 

38. Janet, P. L’evolution de la Mémoire et du la 
Notion du Temps, pp. 49-51. Paris: A. Chahine, 
1928. 

39. Fischer, F. Zeitstruktur und Schizophrenie. 
Zsch. f. d. ges. Neurol. u. Psychiat., 121: 544, 1920. 

40. DuBois, F. S. The security of discipline. 
Ment. Hyg., 36: 353, 1952. 

41. Oberndorf, C. P. Time—its relation to re- 
ality and purpose. Psychanal. Rev., 28: 139, 1941. 


| 
* 
i 
“4 
«| 
te 
7 
"SF 


CONTAMINANTS OF PERMISSIVENESS IN HOSPITAL CARE 
RICHARD V. FREEMAN, M.D.,1 Los ANczLgs, Cauir. 


In mental hospitals problems about permis- 
siveness constantly arise. Often the state hos- 
pital is criticized for lack of permissiveness, 
while other hospitals may become the target 
because of excessive permissiveness. My 
thesis is that permissiveness is a basically 
sound principle in the treatment of patients in 
the mental hospital, and that most of the er- 
rors in treatment and administration are 
due to contaminants of the principle. The 
purpose here is to list and consider these 
contaminants. 

The dictionary defines permissiveness as 
“permitting; granting permission; giving 
power of choice ; recommending or tolerating, 
but not compelling or prohibiting.” In mental 
hospital care it is well to think of permissive- 
ness as an attitude, and to distinguish between 
this attitude and the actual act of permitting. 
For example, a combative or suicidal patient 
may be permitted very little ; he may require 
restraint or seclusion, yet the attitude em- 
ployed during the administration of such 
treatment should be permissive rather than 
judgmental or even punitive. In effect, the 
permissive attitude tells the psychotic patient 
that he remains accepted as a person, al- 
though his behavior at that time may not be 
acceptable. Considered in this way the at- 
titude of permissiveness becomes more im- 
portant as the patient becomes more ill. The 
regressed psychotic may have only a few 
fragments of acceptable behavior, and the 
accepting attitudes around him are his only 
evident guarantee of some relationship with 
other people. Since these relationships are 
the crucial elements in his therapy, permis- 
siveness becomes crucial. 

The amount of permissiveness that is opti- 
mal in treating better contact patients and the 
nonpsychotic group is more difficult to estab- 
lish. Certainly permissiveness becomes less 
urgent with these groups, and in some ci °s, 
as with certain character disorders, it m: , ve 
contraindicated. But no matter how much is 
prescribed in any treatment plan, the attitude 
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should be well understood and free of the 
contaminants which I list below with an ex- 
ample of each, and methods for correcting | 
the error. 

Sanction.—Here the therapist permits the 
patient’s conduct and, by his attitude, gives 
approval. This may do grave harm when the 
conduct of the patient actually is very deviant 
by ordinary societal standards(1). 

A catatonic patient was covertly masturbating in 
the dayroom. An aide showed a friendly attitude to- 
ward the patient and indicated that this procedure 
should occur in private. He indicated a nearby un- 
occupied room. The patient went there and pre- 
sumably continued masturbating. 

This serious error was avoided by one of our phys- 
ical therapists recently. He had a prescription for 
a treatment for a catatonic patient whom he found 
openly masturbating on the ward. He stood close 
to the patient and said, “I’ll take you down for a 
physical therapy treatment when you're finished. 
Are you finished now?” The patient showed some 
mild embarrassment about his conduct and indi- 
cated that he was done with it and would like to go 
with the therapist. 


The therapist and aide are a very meaning- 
ful part of the environment to the regressed 
patient. It is a mistake for these adults to 
sanction or approve of masturbation on the 
part of the patient. He is a sick adult, and it 
is no more advantageous for him to be mas- 
turbating in the middle of the dayroom than 
it would be for one of the hospital workers. 
Further, the process is usually a pathological 
condition for any adult. What the patient is 
doing tends to drive him still further from 
other adult human beings. For these and a 
host of other reasons the sanction needs to 
be avoided. The physical therapist’s per- 
missiveness, however, is quite another thing. 
At no time did he express any approval or 
acceptance of the patient’s actions. The pa- 
tient quickly desisted without any fuss and 
took his regular physical therapy on schedule. 

Seduction—As used in psychiatry, this 
word varies from the strict dictionary mean- 
ing, although the unabridged version cau- 
tiously admits the word can now be used 
“without the connotation of evil.” We apply 
it to the situation in which the therapist uti- 
lizes the relationship with the patient for his 
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own needs and for satisfying his own emo- 
tional requirements. 


During group psychotherapy a more regressed 
patient continually broke in with long irrelevant 
tirades. He also tended to appear funny because of 
his dramatic gesturing. The therapist began to feel 
uncomfortable and anxious because the hour was be- 
ing lost, and the other patients were showing more 
unrest. Toward the end, one of the better contact 
patients caught his eye and smiled, inclining his 
head toward the dramatic one. The therapist winked 
indulgently and immediately felt better. 

A staff psychologist in this hospital was conduct- 
ing a meeting of the entire open ward last year. 
One of the patients continued to interject irrelevant 
comments about the plot to keep him in the hospital 
and his difficulties in getting out. The psychologist 
would permit him to finish each comment but in- 
sisted on maintaining the main thread of the meet- 
ing. When the interference became too great he sug- 
gested a new topic for the group: Should this kind 
of interference be tolerated, or should the patient be 
denied admission to future meetings? There was a 
spirited discussion in which the regressed patient 
himself made some suprisingly cogent statements. 


This psychologist did not permit his own 
anxieties to alter his technique. He remained 
correctly permissive in accepting the sickest 
patient as an individual, but he accepted the 
responsibility as « leader to help the group 
when the interference became too great. He 
did not permit himself to seduce any one pa- 
tient in forming an alliance against the inter- 
loper. He continued to accept all, equa! y and 
objectively. 

Submissiveness.—Here the hospital 
worker or therapist “gives in” to the patient 
without any really positive knowledge of the 
patient’s needs. He submits to the situation 
without critical appraisal of the events. 


A group of volunteers had weekly evening meet- 
ings with several catatonic patients under the lead- 
ership of a therapist. One of the patients headed di- 
rectly for a little alcove off the room containing the 
toilet. He stood there throughout the evening rec- 
reation session. The several volunteers made only 
the most desultory attempts to invite this patient 
from the toilet into the main room. He did not 
budge on any occasion, until it was time to return 
to the ward. The invitation to participate usualiy 
consisted of a sentence or two. 

A recreation technician had spent some time daily 
with a regressed schizophrenic patient in a large re- 
habilitation clinic. Occasionally the patient would 
return a ball but would do little more. Attempts at 
stimulating interest in occupational therapy and 
other areas were unsuccessful for several months. 
One day the patient appeared to take a little notice 
of a garden area by the clinic. The technician 
quickly suggested visiting this area but elicited no 


response. However, he felt there was some element 
of motivation in the patient and indicated that he 
should follow him as he walked to the garden. With 
some hesitation the patient followed, and eventually 
began to work actively in the garden in a realistic 
manner, coincident with a moderate degree of clini- 
cal improvement. 


In the example, I have selected volunteers 
in order to point up how all hospital workers 
need help in their efforts. The volunteers 
submitted to the catatonic patient’s negativ- 
ism partly in a mistaken effort at permissive- 
ness, partly because of some fear and ti- 
midity, and partly because their leader did 
not correct the error. Whatever the cause, 
submission eventually means that the worker 
gives up his real efforts at treatment. In the 
second case the technician maintained a good 
degree of uncontaminated permissiveness. 
He continued to accept the patient for several 
months, during which time, I have no doubt, 
the patient was constantly testing him. He 
used his clinical acumen in detecting the pa- 
tient’s slight flicker of interest in the garden 
and was quick to exploit the situation. Even 
in the final phase he did ot “push” the pa- 
tient into the new area, but he felt correctly 
that the patient now would be willing to fol- 
low him. There was a powerful degree of 
rapport between worker and patient which 
was fully handled in a permissive setting. 
The technician remained in the garden with 
the patient for only a few days until the ac- 
tual interest in the activity took over. All 
these events proved therapeutic. 

Indifference —It is very easy to tell one- 
self that one is being permissive with a group 
of patients in allowing them a wide selection 
of their own hospital programs, including do- 
ing nothing at all. In some cases this kind of 
latitude can be truly permissive and serve a 
good therapeutic purpose, but it never should 
have any element of neglect. The supervisor 
or therapist should at all times be thinking of 
what is really best for the patient. Rest or 
lack of participation may be meaningful for 
the patient and often needs to be accepted. It 
obviously becomes indifference on the part of 
the hospital worker when no attempt at ra- 
tional programming occurs and the same pa- 
tient continues in rote activity or rote inac- 
tivity over a long period. 


A patient suffering from advanced general paresis 
was a long-time resident of a ward for older, chroni- 
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cally ill men. He was a hoarder, and throughout 
several months had completely filled his sleeping 
area with literature of all sorts, odd papers, boxes 
of various description, and other miscellaneous junk. 
Since his bed was in a corner of the dormitory it 
did not create too great a problem in ward house- 
keeping. Occasionally, on rounds the ward psychi- 
atrist or chief of service would make a jocular ref- 
erence to the area. The items were also stored on 
the patient’s person and the doctor on duty was 
called one night because an aide found it impossible 
to prepare his patient for bed. There just wasn’t 
enough room. The O. D. tried persuasion, but the 
situation already had deteriorated, and the patient 
became very agitated, requiring transfer to a ward 
for hyperactive and combative patients. The debris 
was cleared away, but the patient could not return 
to the “better” ward for some months. 

A regressed and dilapidated schizophrenic patient 
spent all day accumulating trash, which he stowed 
plentifully about his person. The chief of the serv- 
ice took notice of this queerly bulging person and 
found he was able to hold a very brief conversation. 
It was clear that the patient had a tremendous and 
constant need to pick up all bits of paper on the 
grounds. Attempts at converting the interest in the 
various clinics were unsuccessful. Then the patient 
was outfitted with a medium-sized bag slung over 
one shoulder, and he became a sort of white-wing 
specialist. His appearance improved, he became 
cleaner, and his behavior was free of bizarre fea- 
tures. After several months it became possible to 
transfer him into a domiciliary setting. 

I have deliberately selected very prosaic 
examples for it is neglect of these prosaic 
hospital situations that contributes heavily to- 
ward chronicity in hospital stay. In the ex- 
ample above, the ward personnel and visiting 
doctors felt they were being truly permissive 
in allowing the patient to do just as he 
wished. Actually there are situations in which 
permissiveness dictates a deviation from hos- 
pital rules. For example, there are infrequent 
special cases in which it may be better to al- 
low mustachios or chin whiskers than to insist 
on strict conformity to hospital rules on shav- 
ing. But here the accumulation of trash was 
increasing in scope, unsightly, and a hygienic 
threat. The personnel made little effort to 
think through the problem and did nothing 


because of oversight and neglect rather than 
permissiveness. In the second example this 
error was avoided with some care. Handling 
remained permissive. The patient’s need to 
accumulate was never denied, but at the same 
time there was a valid attempt to help him 
with a little sublimation and a little so- 
cialiy acceptable satisfaction. Permissive- 
ness worked when it was freed from indiffer- 
ence and neglect. 


CONCLUSION 


Permissiveness is one of the basic thera- 
peutic attitudes in mental hospital treatment 
and administration. It is essential especially 
for the sickest patients, who need the experi- 
ence of truly permissive relationships in or- 
der to feel some degree of safety in allowing 
contact with other human beings. The re- 
gressed, hyperactive, or destructive patient 
may be permitted very little latitude of ac- 
tivity in order to protect him, others, and 
property, but a basically permissive attitude 
will help the patient in feeling that he is re- 
spected as a sick adult and that we would like 
to give him more freedom of activity if we 
could within the limitations of his illness. 
There are many criticisms of permissiveness 
which most often result from misunderstand- 
ing ; that is, the errors in therapy are not due 
to permissiveness but to contaminants of the 
permissive attitude. This paper lists the 4 
major contaminants: sanction, seduction, 
submissiveness, and indifference. No doubt 
there are many others. Perhaps the consid- 
erations above will stimulate some thought 
on this important and controversial subject 
and more complete analyses will result. 
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CORRESPONDENCE 


Editor, AM®RICAN JOURNAL OF PsyCHIATRY: 


Str: Doctors Albert E. Krieser, A. G. 
Sanders, Melvin Vik, and Arthur Myers 
have published a pamphlet entitled Effects 
of Isonicotinic Acid Hydrazide in Mentally 
Ill Patients, reprinted from Diseases of the 
Chest, official journal of the American Col- 
lege of Chest Physicians (23:28, Jan. 
1953). 

The authors administered isonicotinic 
acid hydrazide to 51 tuberculous ment.’ y ill 
patients in a state hospital for mental dis- 
eases. In 21 cases they noted marked be- 
havior improvement, in others moderate or 
slight betterment, and in still others no re- 
sults. Of the patients investigated 35 suf- 
fered from dementia precox and the rest 
from manic-depressive psychosis and para- 
noia. 

They reported that the results noted by 
them, as far as they knew, had never been 
recorded before. 

What follows is intended to record that 
a bacteriostatic similar to isonicotinic acid 
hydrazide has been investigated by the 
writer during 10 years, and also that the 
changes obtained with the drug in mentally 
ill patients were published in my book El 
Virus Del Hombre (The Virus of Man), 
published by Editorial ABC, Bogota, Co- 
lombia, S. A., 1950. 

I may say that I began the investigation 
in 1942 at the Insane Hospital, annex to the 
Hospital Barranquilla, Barranquilla, Colom- 
bia, with the collaboration of Dr. Martin 
Cammacho, using sulfathiazol for patients 


with dementia precox, manic-depressive 
psychosis, and paranoia and obtaining modi- 
fication of the psychosis in a large percent- 
age of the cases. Some of the patients 
treated at that time remain mentally normal 
today. 

I should like to stress the point, that the 
change noted for the first time by the use of 
sulfathiazol was not an unexpected phenom- 
enon because the treatment was based on 
the assumption that the etiological factor in 
the cases to be studied was a filtrable virus, 
located in the paranasal mucous membranes. 
Bacteriologic corroboration was obtained by 
animal laboratory work in the Instituto Fin- 
lay of Havana, Cuba. The patients were 
operated in the Hospital Calixto Garcia, 
University of Havana. This research was 
done with the collaboration of Dr. Filiberto 
Ramirez Corria, pathologist, and Dr. Carlos 
Ramirez Corria, neurologist. 

I may also mention that 54 clinical his- 
tories are recorded in El Virus de! Hombre 
of patients suffering from schizophrenia, 
manic-depressive psychosis, paranoia, essen- 
tial epilepsy, and other forms of neurosis, to 
whom my surgical method was applied and 
satisfactory results were obtained. 

I submit therefore that the results re- 
ported by Dr. Krieser and his collaborators 
in January 1953 had been obtained by me in 
1952 and published in my book, El Virus 
del Hombre, in 1950. 


Enrique Liamas, M. D., 


Bogota, Colombia, 
South America. 
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The 110th Annual Meeting of The Ameri- 
can Psychiatric Association was held at the 
Kiel Auditorium in St. Louis, Mo., from 
May 3 to May 7, 1954. The majority of 
the members and guests were accommodated 
at the Statler and the Jefferson Hotels. The 
total registration was 2,388 members, 588 
guests and 400 ladies. Council met for 2 
days, Saturday and Sunday, just preceding 
the official opening of the meeting on Mon- 
day morning. On that morning the Member- 
ship heard a report of the Medical Director, 
the Secretary, and the Treasurer. Dr. Alfred 
P. Noyes, President Elect, was introduced 
to the meeting by President Appel. There 
were also reports from the Committee on 
Arrangements and the Committee on Pro- 
gram. A most interesting and stimulating 
address was given by Dr. Kenneth Appel on 
“The Present Challenge of Psychiatry.” 

Monday evening was devoted to a Sym- 
posium on International Psychiatry, spon- 
sored by the Committee on International Re- 
lations. This meeting was presided over by 
President Appel and Dr. Iago Galdston, 
Chairman of the Committee. The meeting 
was addressed by Dr. F. Kato, of Japan; 
Dr. D. W. H. Arnott, a corresponding mem- 
ber of Sydney, Australia; and by Dr. Os- 
waldo Camargo-Abib, from Brazil. On Tues- 
day morning at the business session, Dr. 
Daniel Blain made an interesting address on 
“The Current Picture of Mental Health and 
Psychiatry in the United States: Pertinent 
Statistics.” Foliowing this presentation, the 
President Elect, Dr. Noyes, made remarks. 
A unique feature of the program this year 
was the open meeting of each of the Coordi- 
nating Committees on the various aspects of 
psychiatry, at which each Chairman dis- 
cussed the working of his Committee for 
the year. They were presided over by the 
Chairman of the 3 Coordinating Committees. 
Tuesday evening was given over to round 
table, dinners, and meetings. There were a 
number of them and all were well attended. 
On Wednesday morning, Dr. Crawford N. 
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OFFICIAL REPORTS 


THE ST. LOUIS MEETING 


Baganz, Chairman of the Board of Tellers, 
gave the result of the election of officers by 
mail ballot, which was as follows: 


President Elect ..Dr. R. Finley Gayle, Jr., 
Richmond, Va. 
Secretary ...... Dr. William Malamud, 
Boston, Mass. 
Treasurer ...... Dr. Jack R. Ewalt, Bos- 
ton, Mass. 
Councillors ..... Dr. Douglas W. Orr, Se- 
attle, Wash. 
Dr. George N. Raines, 
Portsmouth, Va. 
Dr. Raymond Waggoner, 
Ann Arbor, Mich. 


On the same morning, Dr. Frieda Fromm- 
Reichmann gave the annual academic lec- 
ture; her subject was “The Psychotherapy 
of Schizophrenia.” 

The annual dinner was held on Wednes- 
day evening. It was a most enjoyable occa- 
sion and was well attended. The dinner and 
entertainment were followed by dancing. The 
President’s badge was awarded to Dr. Appel 
after the dinner, and at this time the Presi- 
dent, as well as all other retiring officers, 
Councillors, and Committee Chairmen were 
presented with Certificates of Commendation. 
The Mental Hospital Service Awards were 
made as follows: ist Award: State Hospital 
South, Blackfoot, Idaho, J. O. Cromwell, 
M. D., Superindendent ; 2nd Award: Mo- 
desto (Calif.) State Hospital, David B. Wil- 
liams, Superintendent and Medical Director ; 
3rd Award: Parsons (Kan.) State Training 
School, H. V. Bair, M. D., Medical Superin- 
tendent ; Honorable Mentions: Central State 
Hospital, Norman, Okla., H. B. Witten, 
M. D., Superintendent ; V.A. Hospital, Perry 
Point, Md., Earl P. Brannon, M. D., Mana- 
ger; Verdun Protestant Hospital, Montreal, 
Quebec, George E. Reed, M.D., Medical 
Superintendent. 

The Isaac Ray Award was presented to 
Hon. John Biggs, Jr., Chief Judge of the 
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U. S. Court of Appeals, Third Circuit, Wil- 
mington, Del. 

On Thursday, a Tribute Luncheon was 
held for Fellows and their wives, and was 
presided over by Dr. Appel. Fellowship 
greetings were given by Dr. Nolan D. C. 
Lewis. 

Dr. Margaret C. L. Gildea, as Chairman 
of the Special Program for the Ladies, with 
an able committee, provided delightful enter- 
tainment for the ladies, including a luncheon 
at the Biltmore Country Club, followed by 
a tour to historic “Grant’s Farm,” once the 
home of General Ulysses S. Grant, where 
refreshments were provided by the present 
owner, Mr. August S. Bush. 

On Friday morning, at the final business 
session, Dr. Kenneth E. Appel gave the gavel 
of his office to Dr. Arthur P. Noyes, the in- 
coming President. The new Council elected 
as members of the Executive Committee 
Dr. Kenneth E. Appel and Dr. Francis 
Gerty. 

Among important actions of Council 
which were reported to and approved by the 
Membership during the several business ses- 
sions, the following are of special interest. 
The following District Branches were ap- 
proved: Metropolitan Washington (D. C.), 
Connecticut, Suffolk County (N. Y.), Indi- 
ana, Northern California, Maryland, and 
Massachusetts. It was voted to hold the 1955 


Annual Meeting at Atlantic City during the 
week of May 9, and Dallas, Texas, was ten- 
tatively selected as the place for the 1956 
Annual Meeting. One new affiliate society, 
the East Bay Psychiatric Association (San 
Francisco, Calif.), was approved and ac- 
cepted. There were several proposed amend- 
ments to the constitution read before the 
meeting for approval. They will be voted on 
by mail ballot in January. The Building 
Fund Committee was established under the 
chairmanship of Dr. William B. Terhune. 
A luncheon meeting of the Committee was 
held on Wednesday and plans for raising 
money for the new home in Washington 
were tentatively made. It was agreed also 
not to assess members for the purchase of 
the building to house the Central Office. 

Council passed a resolution praising the 
excellent work done by Dr. Howard Potter 
during his several terms as Treasurer. Dr. 
Potter has been the only Treasurer of the 
Association since the office was independ- 
ently set up in 1947. 

The Assembly met and elected Dr. Craw- 
ford Baganz as Speaker to succeed Dr. 
Joseph Abramson, elected Dr. Addison Du- 
val as Deputy Speaker, and re-elected Dr. 
John R. Saunders as Secretary. 

R. Frntey Gayte, Jr., 
Secretary. 
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PROPOSED CONSTITUTIONAL AMENDMENTS 


Council has approved of the following five 
proposals to amend the Constitution or By- 
Laws as indicated. These were read before 
the membership at the May 1954 meeting in 
St. Louis as required and will be sent to all 
Fellows and Members for mail ballot in the 
fall. The proposals are published here in 
fullfillment of section 3, Article VIII, of the 
Constitution which requires that “after a 
proposed amendment has been read at an 
Annual Meeting, the text thereof shall be 
published in the JourNAL within. ninety days 
after adjournment of that Annual Meeting.” 


ProposaAL NUMBER I 


Purpose: To consolidate the Boards of 
Tellers, simplify the election procedure, and 
remove the requirement that ballots on refer- 
enda must be signed. 


Text: Article VIII, section 3 of the Con- 
stitution is repealed and in its place the fol- 
lowing is inserted : 

3. After a proposed amendment, no matter how 
originated, is read at an Annual Meeting, the text 
thereof shall be published in the JournAL or other- 
wise made known to the membership not later than 
January 1. Each proposed amendment will be sub- 
mitted to the membership by mail ballot, at the ** =< 
of, and in the manner provided in the By-Lav.. ivr 
voting for candidates for office. All Fellows and 
Members, including Life Fellows and Life Members 
are eligible to vote. If more than 10 percent of the 
eligible voters return properly marked ballots, and 
if more than two-thirds of such ballots are favorable 
to the proposed amendment, then the proposal shall 
be adopted and the Constitution amended accord- 
ingly. 

Section 2a(1) of Article VI of the By- 
Laws is amended by deleting the first sen- 
tence and replacing it with: 

(1) The official ballot will contain the texts of 
proposed amendments to the Constitution and By- 
Laws, the names of each candidate selected by the 
nominating committee, and of each candidate nomi- 
nated by petition. [Remainder of subparagraph (1) 
unchanged.] 

Section 3 of Article VI of the By-Laws 
is repealed and in its place the following is 
inserted. 

3. After a proposed amendment has been cirvu- 
larized or published pursuant to Article VIII of the 
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Constitution, the Secretary will prepare a verbatim 
text of the proposal. Under this will be printed the 
question “Are you in favor of this proposed amend- 
ment?” with the words YES and NO on separate 
lines to indicate the member’s choice. 

Section 6 of Article VI of the By-Laws is 
repealed and in its place, the following is 
inserted : 

6. Certification. After the tally of each mail poll, 
the Tellers will prepare a certificate indicating the 
number of ballots received, the number counted, the 
number cast affirmatively, negatively and for each 
candidate, the number disqualified (and the reasons 
therefor) and the net result. The text of the certifi- 
cate will be published in the first issue of the Ameri- 
can Journal of Psychiatry to go to press after the 
end of the Annual Meeting at which the results had 
been announced. 


ProposaL NUMBER 2 


Purpose: To provide for the auditing of 
the Association’s books by -eplacing the 
member-auditors with professional account- 
ants. 


Text: Article IV, section 3 of the Consti- 
tution is repealed. Article IV, section 4 of 
Constitution is renumbered as Article IV, 
section 3. The phrase “One auditor” is de- 
leted from section 1 in Article VI of the 
Constitution. In the second sentence of sec- 
tion 2, Article VI, the phrase “. . . and 
Auditors” is deleted. Section 4 of Article 
VII is repealed, and in its place the follow- 
ing is inserted : 

4. The Council will employ professional account- 
ants or auditors to audit the accounts of the Asso- 
ciation, and at each Annual Meeting, Council will 
present to the members a statement of the audit. 

In section 6 of Article VII of the Consti- 
tution, delete the first sentence and replace 
with: 

6. The Council shall control the funds in the pos- 
session of the Association and shall designate de- 


positories in which the Treasurer shall place these 
funds. [Remainder of section 6 unchanged.] 


ProposaL NUMBER 3 


Purpose: To clarify establishment and dis- 
solution of scientific sections. 


Text: Article VII of the By-Laws is de- 
leted and in its place the following is inserted : 
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ARTICLE VII 
SCIENTIFIC SECTIONS 


1. The Council on its own initiative, or upon the 
application of 20 Fellows, Members or Associate 
Members, (or any combination thereof), may pre- 
sent to the Association a proposal for a new scien- 
tific section. If the Council recommends and the 
Association approves, the section will be established 
and appropriately named. The President of the As- 
sociation will designate the first chairman of the 
section (who will be a Fellow) and the first secre- 
tary of the section. Thereafter these officers will be 
elected by the members of the section. The chair- 
man will be a Fellow or Life Fellow of the Ameri- 
can Psychiatric Association. 

2. A section may be dissolved either by (a) rec- 
ommendation of the Council and approval of the 
Association; or (b) by majority vote of the mem- 
bers of the section at an Annual Meeting, subject 
to the approval of the Association. 


ProposaAL NUMBER 4 


Purpose: To change the designation of 
Honorary and Corresponding Members to 
Honorary and Corresponding Fellows. 


Text. Article III, section 1 of the Consti- 
tution is amended by substituting “Honorary 
Fellows” for “Honorary Members,” and 


“Corresponding Fellows” for “Correspond- 
ing Members.” 
Article III, section 2 of the Constitution 


is amended by substituting the word “Fel- 
lows” for the word “Members.” 

Article III, section 7 of the Constitution is 
amended by replacing the word “Members” 
with the word “Fellows.” 

Article III, section 11 of the Constitution 
is amended by replacing the word “Mem- 
bers” with the word “Fellows.” 

In the last sentence of Article V, the 
phrase “Honorary Members” is replaced by 
“Honorary Fellows” and the phrase “Cor- 
responding Members” is replaced by “Cor- 
responding Fellows.” 


ProposaAL NUMBER 5 


Purpose: To give the Assembly the right 
to initiate proposals and present them to 
Council for consideration. 


Text: Article V, section 2 of the By-Laws 
is amended by deleting the last three sen- 
tences of the section (that is, by removing 
the sentence which begins “The Assembly 
shall consider only matters . . .” and all the 
rest of the paragraph), and inserting the 
following in its place: 

. . » The Assembly will consider matters referred 
to it by Council and advise Council thereon; and 
will present to Council suggestions and recommen- 
dations on any other matter pertaining to the ob- 
jectives of the Association . . . [end of paragraph.] 
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REPORT OF THE COMMITTEE ON CERTIFICATION OF 
MENTAL HOSPITAL ADMINISTRATORS 


From the birth of The American Psychi- 
atric Association to the present time there 
has been great need for recognition of quali- 
fied mental hospital administrators. 

A small group of physicians at the Louis- 
ville Mental Hospital Institute in 1951 
advised the Council that to maintain success- 
fully the policy of the Association that quali- 
fied psychiatrists are the individuals best 
suited for the position of chief executive of 
the mental hospitals it was incumbent upon 
the Association to consider how mental hos- 
pital administration could be improved ; how 
suitable recognition could be given to super- 
intendents of experience and stature; how 
physicians could be certified as qualified in 
this field and how this special area of medical 
practice could be made more attractive to 
young psychiatrists. 


As a result of this action, the Committee 
on Certification of Mental Hospital Admin- 
istrators of the American Psychiatric Asso- 
ciation came into being on October 31, 1953. 

This Committee on the Certification of 
Mental Hospital Administrators announces 
that the following candidates were certified 
at its first meeting for this purpose on May 
6, 1954, in St. Louis, Missouri. 

This Committee also announces Septem- 
ber 1, 1954, as the deadline for the receipt of 
applications for presentation to the Commi- 
tee at its next meeting which will be held at 
the Hotel Nicollet, Minneapolis, Minnesota, 
Saturday, October 16, 1954. 

C. N. Bacanz, M. D., 
Chairman. 


DIRECTORY OF CANDIDATES CERTIFIED, MAY 6, 1954 


Abel, Samuel, E., B.S., M.D., Veterans Adminis- 
tration Hospital, Murfreesboro, Tenn. 

Adams, Felix M., M.D., Eastern State Hospital, 
Vinita, Okla. 

Adams, Freeman Hornibrook, M.D., Stockton 
State Hospital, Stockton, Calif. 

Anderson, Robert C., B.S., M.D., Veterans Ad- 
ministration Hospital, Topeka, Kans. 

Angus, Leslie Robert, B.A., M.D., 255 S. 17th 
St., Philadelphia 3, Pa. 

Baer, Walter H., B.S., M.D., 410 Main St. 
Peoria, Ill. 

Baganz, Crawford N., M.D., Veterans Adminis- 
tration Hospital, Lyons, N. J. 

Barone, Paul L., M.D., State Hospital No. 3, 
Nevada, Mo. 

Barrett, Joseph E., M.D., 9 N. 12th St., Rich- 
mond, Va. 

— Walter E., M. D., 591 Morton St., Boston, 

ass. 

Bay, Alfred Paul, B.S., M. D., Topeka State Hos- 
pital, Topeka, Kans. 

Beamer-Maxwell, Eleanor H., A.B., M.D., East- 
ern State Hospital, Williamsburg, Va. 

Beckman, William Peter, A.B., M.D., South 
Carolina State Hospital, Columbia, S. C. 

Belinson, Louis, B.A., M.D., 1201 S. Main St., 
Jacksonville, Ill. 

Billings, Edward G., B.S., M.D., M.D. Cum 
Laude, 1820 High St., Denver 6, Colo. 

Blain, Daniel, B.A., M.D., 1785 Massachusetts 
Ave., N. W., Washington 6, D. C. 
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Blasko, John Joseph, B.S., M.D., Cedarcrest, 
Newington, Conn. 

Bounds, Joseph B., A. B., M. D., Veterans Admin- 
istration Hospitai, Jefferson Barracks 23, Mo. 
Bourke, William Whelan, B. S., M. D., Area Medi- 
cal Office, Veterans Administration, Fort Snell- 

ing, St. Paul, Minn. 

Braceland, Francis J.. M.D., Sc D., 200 Retreat 
Ave., Hartford 2, Conn. 

Bradshaw, Frederick J., B.A., M.D., F.A.C.P., 
Veterans Administration Hospital, Fort Meade, 
$. 

Brannon, Earl P., M.D., Veterans Administration 
Hospital, Perry Point, Md. 

Braverman, Aaron Harry, M.D., Veterans Ad- 
ministration Hospital, Bedford, Mass. 

Brinegar, Willard C., B.Ed, B.Sc., M.D., 1200 
W. Cedar St., Cherokee, Iowa. 

Brown, Philip Noyes, M. D., Northville State Hos- 
pital, Northville, Mich. 

Buoniconto, Pasquale, B.S., M. D., Delaware Col- 
ony, Stockley, Del. 

Cameron, Dale C., M.D., M.P.H., U. S. Public 
Health Service, Washington 25, D. C. 

Campbell, Coyne H., M. D., F. A.C. P., F.A. P.A,, 
Route 4, Box 65, Oklahoma City, Okla. 

Casey, J. F., M.D., Veterans Administration, 
Washington 25, D. C. 

Clark, Owen C., M.D., Rogers Memorial Sani- 
tarium, Oconomowoc, Wis. 

Clinger, Orris Weston, M. D., Danville State Hos- 
pital, Danville, Pa. 
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Cohen, Robert A., Ph.D., M.D., National Insti- 
tute of Mental Health, Bethesda 14, Md. 

Cohn, Jess Victor, M.D., Embreeville State Hos- 
pital, Embreeville, Pa. 

Crandell, Charles Archie, A. B., M. D., New Jersey 
State Hospital, Greystone Park, N. J. 

Cremer, William J., M.D., State Hospital No. 1, 
Fulton, Mo. 

Dayton, Neil Avon, M.D., Mansfield State Train- 
ing School and Hospital, Mansfield Depot, Conn. 

Dell Cort, Amerigo Philip, B.S., M.D., F.A.- 
P. A., Veterans Administration Hospital, Lex- 
ington, Ky. 

Donahue, Hayden H., B.S., M.D., Department of 
og Health, State Capitol, Oklahoma City, 

a. 

Drubin, Lester, B. S., M. D., Veterans Administra- 
tion Hospital, Northport, L. I., N. Y. 

Duval, Addison M., M.D., Saint Elizabeths Hos- 
pital, Washington 20, D. C. 

Elliott, George A., M. D., Veterans Administration 
Area Office, One Beacon St., Boston 8, Mass. 
Engberg, Edward John, M.D., Minnesota School 

and Colony, Faribault, Minn. 

Ewalt, Jack Richard, M.D., 15 Ashburton, Bos- 
ton, Mass. 

Farrell, Malcolm Joseph, B.S., M.D., Box C, 
Waverly 78, Mass. 

Fechner, Albert H., M.D., Veterans Administra- 
tion Hospital, Fort Douglas Station, Salt Lake 
City, Utah. 

Feldman, Paul Edward, M. D., 100 Barnard Road, 
Manteno, III. 

Felix, Robert Hanna, M.D., National Institute of 
Mental Health, Bethesda 14, Md. 

Foster, Richard V., A.B., M.D., D.N.B., State 
Office Building, Albany 1, N. Y. 

Fox, Thomas Holland, M.D., Veterans Adminis- 
tration Hospital, Fort Meade, S. D. 

Freeman, William K., M. D., Veterans Administra- 
tion Hospital, Gulfport, Miss. 

Garber, Robert Slocum, M. D., New Jersey Neuro- 
Psychiatric Institute, Princeton, N. J. 

Gericke, Otto L., A.B., M.D., Patton State Hos- 
pital, Patton, Calif. 

Gee, Arthur Milsap, M.D., C.M., Crease Clinic, 
Essondale, British Columbia, Canada. 

Ginsberg, Stewart Theodore, M. D., Veterans Ad- 
ministration Hospital, Leach Farm Road, Pitts- 
burgh 6, Pa. 

Glotfelty, James S., M.D., Veterans Administra- 
tion Hospital, Lebanon, Pa. 

Gordon, J. Berkeley, M.D., New Jersey State 
Hospital, Marlboro, N. J. 

Goshorn, Roy W., M.D., Allentown State Hospi- 

tal, Allentown, Pa. 


Gralnick, Alexander, B.S., M.D., F.A.P.A,, 


High Point Hospital, Port Chester, N. Y. 

Green, William Frederick, M.D., Fairfield State 
Hospital, Newtown, Conn. 

Grinker, Roy R., M.D., Michael Reese Hospital, 
29th and Ellis, Chicago 16, Ill. 

Hagopian, Peter B., M.D., Danvers State Hospi- 
tal, Hathorne, Mass. 


Hall, William Stone, M.D., F.A.P.A., South 
Carolina State Hospital, Columbia, S. C. 

Hardgrove, Thomas Joseph, M.D., F.A.P.A, 
Veterans Administration Hospital, American 
Lake, Wash. 

Harris, Richard Lamar, M.D., F.A.C.P., Vete- 
rans Administration Hospital, Montrose, N. Y. 
Haskins, John LeRoy, M.D., B.S., Neuropsychi- 
atric Hospital, Veterans Administration Center, 

Los Angeles 25, Calif. 

Hauk, Oscar Spurgeon, M. D., Central State Hos- 
pital, Nashville, Tenn. 

Hentz, Roger P., M.D., Veterans Administration 
Hospital, Northport, L. I., N. Y. 

Herman, Morris, M. D., 30 E. goth St., New York 
16, N. Y. 

Hoctor, Emmett Francis, Ph. B., M. D., State Hos- 
pital No. 4, Farmington, Mo. 

Humphreys, Edward Jackson, M.D., Norristown 
State Hospital, Norristown, Pa. 

Hutchinson, Henry, M. D., Moose Lake State Hos- 
pital, Moose Lake, Minn. 

Inman, William Charles, M.D., Grafton State 
Hospital, North Grafton, Mass. 

Israel, Robert Henry, M. D., Warren State Hospi- 
tal, Warren, Pa. 

Jackson, George W., M.D., 801 Harrison St., To- 
peka, Kans. 

Jones, Granville Lillard, M.D., F. A. P.A., East- 
ern State Hospital, Williamsburg, Va. 

Julia, Mario, M.D., Clinica Dr. M. Julia, Hato 
Rey, Puerto Rico. 

Kettle, Ronald Harry, C.M., M.D., F.A.P.A,, 
Norwich State Hospital, Norwich, Conn. 

Klein, Ernest S., M. D., 750 S. State St., Elgin, Ill. 

Kohler, Louis H., M.D., 5400 Arsenal St., St. 
Louis, Mo. 

Liebman, Samuel, M.S., M.D., F.A.P.A., 225 
Sheridan Road, Winnetka, III. 

Lindberg, Theodore F., M. D., Medfield State Hos- 
pital, Medfield, Mass. 

Lopez, Louis V. J., M.D., Veterans Administra- 
tion Hospital, Canandaigua, N. Y. 

McMahan, George Thomas, M.D., Veterans Ad- 
ministration Center, Waco, Tex. 

Magee, Harold Sinclair, M.D., New Jersey State 
Hospital, Trenton 8, N. J. 

Marren, John J., M.D., Madigan Army Hospital, 
Tacoma, Wash. 

Mella, Hugo, M. D., Veterans Administration Hos- 
pital, Coatesville, Pa. 

Miller, Theo. K., M.D., Napa State Hospital, 
Imola, Napa County, Calif. 

Muirhead, Samuel John, A.B., M.D., Veterans 
Administration Hospital, Lebanon, Pa. 

Mullinax, Orr, A. B., M.D., State Hospital No. 2, 
St. Joseph, Miss. 

Nash, Louis Rogers, M.D., Camarillo State Hos- 
pital, Camarillo, Calif. 

Noyes, Arthur P., M.D., President, American 
Psychiatric Assn., Norristown State Hospital, 
Norristown, Pa. 

Obermann, Charles F., B.A., M.D., M.S., 1o10 

Medical Arts Building, Oklahoma City, Okla. 
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Osterheld, Roger G., M.D., Monson State Hospi- 
tal, Palmer, Mass. 

Overholser, Winfred, M. D., Saint Elizabeths Hos- 
pital, Washington 20, D. C. 

Ozarin, Lucy D., M.D., Veterans Administration, 
Washington 25, D. C. 

Pattillo, Albert Dixon, M. D., 510 Capital National 
Bank Building, Austin 16, Tex. 

Peffer, Peter A., M.D., F.A. P.A., Veterans Ad- 
ministration Hospital, Brockton, Mass. 

Perry, Herbert Allen, A. B., M. D., 49 4th St., San 
Francisco 3, Calif. 

Peterson, Bedford Forrest, M.D., Eastern State 
Hospital, Knoxville, Tenn. 

Porter, Marshall E., M.D., Sonoma State Hospi- 
tal, Eldridge, Calif. 

Prusmack, John J., B.S., M.Se, M.D. F.A- 
P.A., Veterans Administration Hospital, Palo 
Alto, Calif. 

Raines, George Neely, M.D., U. S. Naval Hospi- 
tal, Portsmouth, Va. 

Ranger, Conrad Orphila, M.D., Norwich State 
Hospital, Norwich, Conn. 

= Walter, M. D., 1320 K St., Sacramento, 
Cali 

Rayburn, Charles R., A. B., B.S., M.D., Veterans 
cree Hospital, North Little Rock, 

r 

Render, Norman Davis, M.D., C.M., Mental 
Health Institute, Clarinda, Iowa. 

Robinson, Jr., G. Wilse, M.D., 2625 W. Paseo, 
Kansas City 8, Mo. 

Rossen, Ralph, M.D., Hastings State Hospital, 
Hastings, Minn. 

Rowell, Robert C., M.D., Terrell State Hospital, 
Terrell, Tex. 

Ruilmann, Cyril Joseph, M.D., 311 Cotton States 
Building, Nashville, Tenn. 

Russman, Charles, M.D., 119 Main St., Middle- 
town, Conn. 

Scarborough, James S., M.D., Veterans Adminis- 
tration Hospital, Waco, Tex. 

Schillinger, Arnold A., B.S., (Med.) M.D., Vet- 
erans Administration Hospital, Montrose, N. Y. 

Sewall, Lee Goodrich, M. D., Veterans Administra- 
tion Hospital, Downey, II. 

Sharp, Morris Louis, M.D., F.A.P.A., State 
Hospital, Westboro, Mass. 

Shea, John Thomas, M.D., C.M., Foxborough 
State Hospital, Foxboro, Mass. 

Simon, Alexander, M.D., Langley-Porter Clinic, 
San Francisco, Calif. 


Showstack, Nathaniel, M.D., California Medical 
Facility, San Pedro, Calif. 

S D. Louis, M. D., 100 E. Chicago, Elgin, 

Sterling, Harold W., M.D., Veterans Administra- 
tion Hospital, North Little Rock, Ark. 

Sutton, Joseph G., B.S. M.D., Essex County 
Overbrook Hospital, Cedar Grove, N. J. 

Tallman, Frank F., M.D., School of Medicine, 
U. C. L. A., Los Angeles, Calif. 

Tarjan, George, M.D., Pacific State Hospital, 
Spadra, Calif. 

Tarumianz, Mesrop A., M.D., Delaware State 
Hospital, Farnhurst, Del. 
Terhune, William Barclay, M.D., The Silver Hill 
Foundation, Valley Road, New Canaan, Conn. 
Tillim, Sidney J., B.S., M. D., Nevada State Hos- 
pital, Reno, Nev. 

Tompkins, Harvey John, M.D., Veterans Admin- 
istration, Washington 25, D. C. 

Trollinger, Arvin Earl, M.D. F.A.P.A., Vet- 
erans Administration Hospital, Marion, Ind. 

Urse, V. G., B.S., M.D., Polk & Wood Sts., Chi- 
cago 12, ill. 

Wade, David, M.D., 510 Capital National Bank 
Building, Austin 16, Tex. 

Walker, Gale H., M.D., Polk State School, Polk, 
Pa. 

Walsh, William Vincent, B.S. M.D., Veterans 
Administration Hospital, Augusta, Ga. 

Wedemeyer, Marlin Richard, A.B., M.D., 1960 
W. Broad St., Columbus State Hospital, Colum- 
bus 15, Ohio. 

Weitz, Paul, M. D., Veterans Administration Hos- 
pital, Lyons, N. J. 

Williams, David Bruce, M.D., Modesto State 
Hospital, Modesto, Calif. 

Wittson, Cecil, M.D., Nebraska Psychiatric In- 
stitute, 40th and Poppleton, Omaha, Nebr. 

Wood, W. Franklin, M.D., F.A.C.H.A., 1075 
Pleasant St., Belmont 79, Mass. 

Wortis, S. Bernard, A.B., M.D., 410 E. 57th St., 
New York 22, N. Y. 

Yerbury, Edgar C., M. D., Connecticut State Hos- 
pital, Middletown, Conn. 

Zawacki, B. Edwin, M.D., Taunton State Hospi- 
tal, Taunton, Mass. 

Zeltzerman, Israel, M. D., Veterans Administration 
Center, Togus, Me. 

Zemer, Ralph H., M.D., Apple Creek State Hos- 
pital, Apple Creek, Ohio. 
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It is our painful duty to record the death 
on May thirtieth of Dr. Oberndorf, clinical 
professor of psychiatry, College of Physi- 
cians and Surgeons, Columbia University, 
and since 1948 a highly valued member of the 
editorial board of THe AMERICAN JOURNAL 
or Psycutatry. Some of his friends knew 
that in recent weeks Dr. Oberndorf had not 
been well, although he continued to carry on 
his work, but we were not prepared for the 
news that his illness had taken so serious a 
turn. 


The theme of this annotation is that 
chosen for the 5th International Congress 
on Mental Health which is to be held in 
Toronto in August of this year, 1954.7 

We as psychiatrists should find much of 
importance in the program. It is also wide 
enough to involve other professional groups 
with whom we work in research and plan- 
ning for the better establishment of mental 
health. 

Prophylaxis is the ultimate goal of medi- 
cine, and every day it becomes more im- 
portant because of our responsibility for our 
neighbor countries throughout the world. 
The achievement of improved mental health 
is today something of vital importance, for 
our own Western countries, indeed, but still 
more for the less privileged lands in which 
there is a great shortage of physicians and 
where the level of professional training is 
low. In great areas like the Indian sub- 
continent and China, it would clearly be un- 
realistic to hope that within the foreseeable 
future adequate therapeutic services could 
be built up to deal with all the psychiatric 
disturbances which exist at present and those 
likely to become overt as mechanization and 
industrialization spread over these countries. 

There have, of course, been some very out- 


1 Detailed particulars are available from the 
APA office: Miss Speyer, 1790 Broadway, New 
York, or from the Congress Office, 111 St. George 
St., Toronto. 


COMMENT 


DR. CLARENCE P. OBERNDORF 


MENTAL HEALTH IN PUBLIC AFFAIRS 


This JourNAL has profited by Dr. Obern- 
dorf’s constant and generous editorial col- 
laboration. He has ever been ready to give 
assistance and has promptly responded to 
every call made upon him. It has been a 
pleasure and a satisfaction to be associated 
with him on the editorial board, and it is 
with sadness that we bid him farewell. 

A memorial will appear in a later issue of 
the JouRNAL. 


spoken statements, both in North America 
and in Europe, about the wisdom of impos- 
ing limitations on psychiatry; and we must 
respect this, whether we regard it as a real- 
istic or a slightly timid point of view. If 
indeed there are two approaches, they would 
seem not in any way mutually exclusive. 
The American Psychiatric Association has 
been busying itself very considerably about 
public affairs in its recent campaign for the 
improvement of mental hospital care, and 
through the activities of many of its various 
committees. As citizens possessed of special 
training and skills we are necessarily con- 
cerned to varying extents with public poli- 
cies. 

The program that our colleagues in Can- 
ada have prepared for next August is likely 
to meet most of the interests that we as psy- 
chiatrists have in this field. There are, prior 
to the beginning of the Congress, to be 4 
residential meetings or research symposia 
dealing with (1) the mental health implica- 
tions of alcoholism and drug addiction, (2) 
industrial mental health, (3) mental health 
and public health partnership, and (4) men- 
tal health and child development. These 
small groups of invited people from many 
countries should succeed in bringing to- 
gether research data from many places, and 
they should produce reports of scientific 
value for the Congress which follows. 

In the Congress itself the technical sec- 
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tions which are arranged to meet each day 
of the Congress cover a wide territory. They 
concern: (1) the areas of partnership be- 
tween public health and mental health, (2) 
the mental health of children and youth, 
(3) mental health contributions to govern- 
mental activities, and (4) community part- 
nership in mental health. 

There are many specialties within psychi- 
atry, and according to our personality and 
experience we tend to interest ourselves in 
various segments of our wide field of work. 
At one end of the spectrum lies the prob- 
lems of therapy of the sick, with all the 
related scientific activities. In the middle of 
the spectrum lie the outpatient activities 
which take us further into the social field, 
and we may move on to concern with the 
“near-normal” and find our insight and ex- 
perience of value for the problems of human 
relations in industry, and to the work of the 
administrator, and indeed to the solution of 
certain problems linked with governmental 
activity. 

Certainly in the World Federation for 
Mental Health we are concerned with the 
better training of men and women in psy- 
chiatry, in psychology, in nursing and, in- 
deed, in all the basic social sciences that 
contribute to the understanding of mental 
health. The Federation is concerned also 
with the establishment of fuller provision of 
better treatment for those who are sick 
whether through the mental hospital serv- 
ices, clinics, or the psychiatric departments 
of general hospitals. Marriage guidance, 
prenatal and children’s clinics, home and 
school contacts, vocational guidance and oc- 
cupational mental health are all urgent mat- 
ters with considerable importance for pro- 
phylaxis. Above all there is the need for 
better insight, through research and study 
of the epidemiology of mental illness, so 
that we can eventually plan more wisely for 
measures that will ensure the growth of 
sounder personalities, less vulnerable to 
breakdown. 

Our hope is that many of these activities 
will be considered at the Toronto Congress 
and that much impetus be given to the activi- 
ties of our friends who come from countries 
throughout the world. The W.F.M.H., 
which is the sponsoring body for the Con- 
gress, regards its largest psychiatric mem- 


ber society, the APA, as providing the back- 
bone of these activities. 

The Federation, which your Association 
helped to start in 1948, has during its 5 
years of existence attempted quite a number 
of things, and, despite limitation of funds, 
has achieved several of them. Many new 
groups or societies, whether of one profes- 
sion or multiprofessional, have been brought 
into being, and there is a very healthy fer- 
ment of interest at work in many countries 
throughout the world. Better standards of 
education and training are developing, a 
stimulus is being given to research, and some 
practical action has resulted in a number of 
places from this increased insight and in- 
terest. At least some of these activities are 
traceable to the direct efforts of the societies 
in the Federation, though, of course as al- 
ways, there are also many other influences 
at work. 

The encouragement of international meet- 
ings and working groups for serious discus- 
sion of relevant problems is a part of our 
program. We need better services than at 
present for the dissemination of informa- 
tion and the establishment of contacts be- 
tween groups with similar interests in differ- 
ent countries. Efforts have been made to 
distribute throughout the world some of the 
important documents published in one coun- 
try which can be used or adapted to meet 
the needs of other countries; and this can 
be said equally about purely technical docu- 
ments and the use of films and audio-visual 
aids for public and professional education. 

Group teaching through seminars is com- 
mon in North America, less common in 
parts of Europe, and hardly exists in many 
other parts of the world. One of the tasks 
that the Federation has set itself has been to 
encourage such discussions. The series of 4 
conferences on Health and Human Rela- 
tions in Germany, which were all organized 
as free discussion groups, has demonstrated 
their value in that, as a result of them, a 
“grass-roots” movement is growing up in 
Germany, and multiprofessional groups have 
budded off from those larger working par- 
ties, and are now doing serious work in a 
number of areas in Germany. 

The international seminar on Mental 
Health and Infant Development which with 
the backing of the World Health Organi- 
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zation was held at Chichester in 1952 dem- 
onstrated its value. Participants from 31 
countries were there, all teachers of others, 
coming from psychiatry, public health, pedi- 
atrics, education, etc., and there is evidence 
that quite a number of thosé who took part 
are themselves now involved in leading sim- 
ilar progressive work in their own countries. 

The small discussion groups, national but 
multiprofessional, that worked in 27 different 
countries (5,000 people participating ) before 
the London Congress in 1948, created very 
considerable interest, and but for financial 
limitations the Federation would have been 
more active in stimulating the creation of 
new groups and the integration of the per- 
sisting ones. A considerable amount of 
skilled professional work is, however, in- 
volved in this, if full use is to be made of 
the group work. 

At the present time certain pilot experi- 
ments are under discussion which might lead 
to adequate comparative surveys of the state 
of psychiatric illness, treatment facilities, 
and attitudes towards mental health through- 
out the world. Nothing very serious has 
been done in this field so far. Satisfactory 
planning for action and for the “technical 
assistance” that we as psychiatrists could 
give, demands that there should be such 
knowledge available. 

We are hoping that at Toronto we may 
establish better contacts with some of the 
responsible people from our member societies 
in different countries. Consultant visits to 
those countries are highly desirable but, 
again, are rather difficult to achieve. It is 
not merely in the less privileged countries 
that we have problems: even in the most 
highly organized countries we have by no 
means solved the problem of how we can 


One of our most senior Editorial Asso- 
ciates, Dr. Theophile Raphael, after his long 
period of service, expressed recently his 
wish to retire from the Board. Appointed in 
1927, Dr. Raphael throughout the years has 
given valued collaboration for which the 
Editor and his Associates are duly grateful. 

To occupy the vacant position left by Dr. 
Raphael’s resignation, the Editorial Board 


CHANGES IN THE EDITORIAL BOARD 


get the maximum of help from, and be of 
optimum assistance to, our member societies. 
We are hoping to hold discussions on this 
topic during the Toronto meeting. 

In speaking of the possibilities of being 
useful to official organizations, to Govern- 
ments, and to the United Nations, we should 
not feel that we are merely providing some 
material for foolish headlines in the press. 
If we are prepared to learn how to apply 
some of our knowledge to the problems of 
administration and government, we certainly 
can add something to the total sum of wis- 
dom. Seminars which have recently been 
run in Europe for men and women in re- 
sponsible positions in the Diplomatic Service 
(by the American Friends Service Commit- 
tee) have demonstrated very clearly to some 
of us who participated that considerable re- 
sults can be achieved with a group as po- 
tentially important as these people are to 
the future of international relations. 

I have listed here just a few of the many 
points that are under discussion and which 
will form part of the program of the Feder- 
ation as and when its funds and personnel 
allow. By far the most important single 
item, however, is the matter of encouraging 
all those, whether they be psychiatrists, edu- 
cationalists, or social scientists from other 
disciplines who are concerned with human 
beings, to do more work on the basic facts 
that underlie mental instability and disease. 
It is the accumulation of proven facts in this 
field that will allow for the initiation of 
action in wider fields, and so, hopefully, for 
the establishment of better mental health for 
succeeding generations. 


J. R. Ress, M. D., 
Director, World Federation for 
Mental Health. 


unanimously recommended the nomination 
of Dr. Paul H. Hoch whose qualifications 
are outstanding and well known. The Coun- 
cil received this nomination favorably and 
at its meeting, May 1, 1954, appointed Dr. 
Hoch associate editor of THe AMERICAN 
JourNAL oF Psycuiatry. We welcome him 
to this fellowship. 
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Hon. Bicos, Jr., Recetves Isaac 
Ray Awarp.—The Honorable John Biggs, 
Jr., Chief Judge of the U. S. Court of 
Appeals (Third Circuit), Wilmington, Del- 
aware, has been given The American Psy- 
chiatric Association’s $1,000.00 Isaac Ray 
Award for 1954 for his notable contribu- 
tion to the field of legal problems connected 
with mental disorders. The Award was an- 
nounced at the Association’s annual meeting 
in St. Louis, on May 5. 

As recipient of the Award, Judge Biggs 
will deliver a series of 6 lectures on legal 
aspects of psychiatry in November and De- 
cember of this year at the University of 
California Medical and Law Schools. The 
lectures will be published in book form by 
the Harcourt Brace Co., publishers. 

In conferring the Award, Dr. Frank J. 
Curran, Professor of Psychiatry at the Uni- 
versity of Virginia School of Medicine, said 
that Judge Biggs was in the vanguard of the 
legal profession in his efforts to bring psy- 
chiatry and the law into more realistic rap- 
port. 
Judge Biggs, a graduate of Princeton Uni- 
versity and Harvard Law School (1922), 
was appointed to the Circuit Court of Ap- 
peals by President Roosevelt in 1937. He 
has been Chief Judge for the Third Circuit 
since 1939. 


Dr. KANNER HoNorep.—At its 5th an- 
nual dinner at the Hotel Astor, New York 
City, May 22, 1954, the Association for the 
Help of Retarded Children, president, Ber- 
nard M. Fineson, presented the annual 
award of the association to Dr. Leo Kanner 
for his outstanding contributions on behalf 
of the mentally retarded. 

In 1930, Dr. Kanner established at the 
Johns Hopkins Hospital the first children’s 
psychiatric unit in connection with the Pe- 
diatrics Department, which has become a 
principal international teaching center in 
child psychiatry. 

He is also professor of pediatrics at Mc- 
Coy College, the adult education unit of 


NEWS AND NOTES 


Johns Hopkins University. He has been visit- 
ing lecturer at the Universities of Michigan, 
Minnesota, Nebraska, and Texas, at Dal- 
housie University and at Goucher College. 
A participant in many psychiatric institute 
programs, he is also on the board of ex- 
aminers for the American Board of Psy- 
chiatry and Neurology. 


PRESENTATIONS TO Dr. Hincks.—“In 
recognition of Dr. Hincks’ pioneering work 
in the mental health field and his founding 
of a national voluntary association in Canada 
to fight mental illness and improve the men- 
tal health of the citizens,” was the citation 
which accompanied the presentation of the 
Coronation Medal to Dr. Clarence M. 
Hincks by the president of the Canadian 
Mental Health Association, Dr. J. C. Mea- 
kins, Professor Emeritus of Medicine, Mc- 
Gill University. 

At the 35th annual meeting of the 
C. M. H. A., held in Toronto in May 1954, 
the Chairman of the Board of Directors, 
J. S. D. Tory, Q. C., presented Dr. Hincks 
with a portrait on behalf of the staff. Mr. 
Tory spoke of the outstanding contribution 
that Dr. Hincks had made during his 36 
years in the field of mental health; and he 
read excerpts from letters received from col- 
leagues engaged in the mental health field 
throughout Canada. 

Another honor recently bestowed upon 
Dr. Hincks was to be made a member of the 
Comité d’Honneur, World Federation of 
Mental Health. 


Fietp WorkKsHoP IN REHABILITATION 
TTEAMWORK.—Sponsored by the Department 
of Special Education of the Teachers Col- 
lege, Columbia University, and the Institute 
for the Crippled and Disabled, this work- 
shop, “Working on the Client-Centered 
Team,” was held June 1-25 in New York 
City. The intensive 4-week training course 
for professional persons in the field of the 
rehabilitation of the disabled was attended 
by representatives from Norway, Holland, 
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Puerto Rico, Hawaii, Israel, and the United 
States. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The 37th annual conference of 
this association will be held at the Shoreham 
Hotel, Washington, D. C., October 16-22, 
1954. Preliminary meetings are scheduled 
for October 16-17; an institute on interper- 
sonal relations on October 18-19; and a 
general conference with the theme “Capi- 
talize Your Assets” will be held for 3 days 
beginning October 20. Details may be ob- 
tained by writing the Association office at 
33 West 42nd Street, New York 36, N. Y. 


NATIONAL Society FoR CripPLep CHIL- 
DREN AND ADULTS.—The 31st convention 
of this Society will take place at the Hotel 
Statler, Boston, Mass., from Wednesday, 
November 3, through Friday, November 5, 


The following were certified at Chicago, May 10 
and II, 1954. 


PSYCHIATRY 


Allerton, William Stewart, Office of Chief P & N Con- 
sultant, Office of Surgeon General, Department of the 
Army, Washington 25, D. C. 

Baldridge, Mary R., 750 S. State St., Elgin, Ill. 5 

Bernstein, Morris H., Jr., 139 Pinecrest Dr., San Antenio, 


Tex. 

Black, John Richard, U. S. Army Hosp., Camp Polk, La. 

Bleak, Ross Macfarlane, 1019 Western Ave., Apt. C, Co- 
lumbus 12, Ohio. 

Block, Stanley L., Dept. of Psychiatry, Cincinnati Gen- 
eral Hosp., Cincinnati 29 io. 

McCrary, Ochsner Medical Clinic, New Or- 
eans, 15, La. 

Brockman, David Dean, University Clinics, 950 E. soth 
St., Chicago 37, Ill. 

Brooks, Eugene Mark, 3130 Guardian Bldg., Detroit 26, 


Mich. 
Cae, Seat MacCully, 681 Clarkson Ave., Brooklyn 


SA 

Carnathan, William G., 912 South Ervay, Dallas, Tex. 

oy. poms Martin, 718 Medical Dental Bldg., Seattle 1, 
ash. 

Caven, Hugh J., 200 Retreat Ave., Hartford 2, Conn. 

Ciemments, Raiph W., 8 Denton Rd., Kings Point, L. L., 


Cole, Jonathan O., 909 Longfellow St., N. W., Washington 
Coleman, Benjamin, St. Elizabeths Hosp., Washington 20, 


Congdon, + a Dana, Central Islip State Hosp., Central 

slip, N. Y. 

Cowdry, Edmund V., Jr., U. S. Public Health Service 
Hospital, Box 100, Fort Worth, Tex. 

Cross, Thomas Newbold, 1311 Iroquois Ave., Ann Arbor, 


Mich. 

Dale, Paul W., Dept. of Neuropsychiatry, Valley Forge 
Army Hosp., Phoenixville, Pa. 

Davis, Edward P., 2705 South Elm, Denver 20, Colo. 

Devlin, William Joseph, Loyola University 6525 N. Sheri- 
dan Rd., Chicago 26, Il. 

Ditman, Keith S., Psychiatric Unit, Administrative Com- 


mend U. S. Naval Training Center, San Diego 33, 
alif. 
Ehrman, Frederick Charles, :018 Francis Bldg., Louis- 


ville 2, Ky. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


1954. For further details write the Society 
office at 11 South La Salle, Chicago 3, Ill. 


INSTITUTE OF PsyYCHIATRIC 'TREAT- 
MENT.—This institute, under the direction 
of Dr. Leo Alexander and Dr. Robert Ar- 
not, will be held for 3 days, beginning Sep- 
tember 1, 1954. All clinical sessions will be 
held at the Reception Building of the Boston 
State Hospital. The subject for the first 
day’s discussion will be “Treatment of 
Manic-Depressive Illness;” for the second 
day, “Treatment of Schizophrenia ;” and for 
the third and last day, “Treatment of Psy- 
choneuroses and Borderline States.” 

The registration fee is $35.00. Hotel 
reservations may be obtained by writing 
Parker House, where rooms have been set 
aside for those attending the institute. All 
communications concerning the institute 
should be addressed to 433 Marlborough 
Street, Boston, Mass. 


Esman, Aaron H., Juvenile Court of Dist. of Columbia, 
400 E St., N Ww. Washington, D. C. 

Fantl, Kurt, 1481 Paseo del Mar, Pedro, Calif. 

*Fink, Maximilian, 11 Wensley Dr., Great Neck, L. L, 


Foley, Archie R., Hygiene Consultation Service, 


ee, Ark, 
Fong, David, 2614 eg Ave., Berkeley 4, Calif. 
a Harris A., 13508 Ventura Blvd., Sherman Oaks, 
alif. 
Fulton, Albert E., 141 Monhagen Ave., Middletown, N. Y. 
Ganser, Leonard J., 4317 Gritchell Terr., Madison, Wis. 
Garcia, Leopoldo, Veterans Administration Center, P. O. 
Box_4424, San Juan, Puerto Rico. 
e, George Leonard, Jr., 409 Professional Bldg., sth & 
Franklin St., Richmond, Va. 
Gibson, Robert W., Chestnut Lodge, Inc., Rockville, Md. 
Haley, Wallace F., Jr., 2302 N. El Paso St., Colorado 
Springs, Colo. 
Hambridge, Gove, Jr., Dept. of Psychiatry, University of 
Minnesota Seaekale Minneapolis 14, inn. 
Hare, Henry Phillip, jr. P. O. Box_1oo Fort Worth, Tex. 
Hebbie, J. Grant, III; U. S. Naval Hosp., Philadelphia 45, 
a. 
Herman, Myron, 2% Park Ave., New York 28, N. Y. 
Hodges, Emory Falcon, Jr., 11 W. Chapman St., Alex- 
andria, Va. 
Hopkins, George Wendell, Veterans Administration Hos- 
pital, s4th St. & 48th Ave S., Minneapolis 17, Minn. 


oward, William John, Hudson River State Hospital, 
Poughkeepsie, N. Y. f 
Howland, Elihu S., Strong Memorial Hospital, 260 Crit- 


tenden Blvd., Rochester 20, N. Y. 
Hughes, George Stevenson, Cross Rd., Darien, Conn. 
ackson, James O., 6464 Whitman, Van Nuys, Calif. 
ohnson, Hollis, Jr., Norton Memorial Infirmary, 231 W. 
Oak St., Louisville 3, Ky. ‘ 
Kahne, Merton J., Veterans Administration Hosp.. 150 S. 
Huntington Ave., Boston 30, Mass. 

Kiefer, C. Raymond, Jr., 79 Retreat Ave., Hartford, Conn. 
Kiersch, Theodore ., Neuropsychiatric Service, Fitz- 
simons Army Hospital, Denver 8, Colo. , 
Kigme. Marvin A., 360 N. Bedford Dr., Beverly Hills, 


alif. 
Knight, Robert G., 243 Bronxville Rd., Bronxville, N. Y. 
Koutsky, Carl Donald, Veterans Administration _Center, 
Clinic, Building 17, Fort Snelling, St. 
aul, Minn. 
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Little, Ralph Bulkley, 111 N. 49th St., Philadelphia, Pa. 
Lukens, 


os — John, 1103 Mott Foundation Bldg., 
nt 3 


Luttrell oy = 921 Topeka Blvd., Topeka, Kans. 

Lyons, Henry R., rg-town University Hosp., Washing- 
ton. 

Manfredi, Harold Michael, 25 E. Washington St., Chicago, 


wg “Stephen Codding, III, Box A, Ypsilanti, Mich. 
sg argaret Louise, 436 N. Roxbury Bldg., Beverly 

MeCullough, Davis, Veterans Administration Hosp., 
Tuscaloosa, 

Mebane, John Cc. ” School of Aviation Medicine, Randolph 
Air Force Base, x. 

Merl Arthur 90 Eighth Ave., Brooklyn 15, 


Moriarty, David Michael, 2 State St., Worcester 5, Mass. 
Nannarello, Joseph John, Calhoun ” Towers, Greenville, 


Nicolaou, George T., Rockland State Hosp., Orangeburg, 
Norstrand, Iris Fletcher, 7624 Tenth Ave., Brooklyn 28, 
Offenkrantz, William C., U. S. Army Hosp., Fort Devens, 


ass 
Olson, Frances Palmer, Veterans Administration Hosp., 
s4th St., and 48th Ave., S., Minneapolis, Minn. 
Overbey, ‘Charles Brown, jr., Kalamazoo State Hosp., 
Kalamazoo, Mich. 
Paine, mags Brooklyn Veterans Administration Hosp., 


Brooklyn 
Pearlman, "ack, 1017 Dr., Rome 
Peters, Joseph L 328 St., ‘Philadciphia 20, Pa. 
~ David Lee, Meridian St., Indianapolis, 
Phillips, Frederick E., 1014 St. Paul St., Baltimore, Md. 
Phillips, Pee H., werd" of Psychiatry, University Hos- 
pital of Good Shepher Syracuse 10 i 2 
Philpot, DeSaussure Ford, } USNTC, Bldg. 650, Bain- 
bridge, Md. 
Pilchman, Samuel, 121-15 aas St St., Rosedale, 22, N. Y. 
rae. Maxwell Gideon, S. Naval Hosp., Chelsea, 
Ann Arbor, Mich. 


Ma 
ae oy Robert C., 1506 Golden Ave. 

arr, Jr., 1614 Locust St., Philadel- 
phia 3, Pa. 
Edward E., Freedman’s 


Reinhart, Raymond 

Risley, “John Power, Spring Grove State Hosp., Catons- 
ville 28, L 

Robinson, Kent E., Psychiatric Institute, University of 
Maryland School of Medicine, Baltimore 1, 
Princeton Hosp., Medical Arts Bidg., 

rinceton, N. J. 

Roop, John Weeyy. 214 Fenton Bidg., 6 E. Second St., 
Jamestown, N 

Rose, Gilbert J., 419 Dateland Ct., Lackland Village, San 
Antonio, Tex. 

Rubin, Julius, 151 W. 86th St., New York, N. Y. 

Ss ler, Mortimer D., Neuropsychiatric Service, 
simons Army Hosp., "Denver, Colo. 

Sax, W. Peter, 111 N. 49th St., Philadelphia 39, Pa. 

Shack, Maxwell H. Patton State Hosp., Patton, Calif. 

Shirley, Hale F., Stanford University Hospitals, Clay & 
Webster Sts. P San Francisco 15, Calif. 


Hosp., Washington, 


Fitz- 


Shurley, Jay Talmadge, Route 13, Box 617, San Antonio, 


Besta, Center, National Institute of Health, 
Bethesda 

Simmons seep, . trth St., Indianapolis, Ind. 

stalvey, Harold D. . Ave., Cambridge 39, Mass. 

teinhilber, Richard ayo Clinic, Rochester, Minn. 

Stevens, John David, Box 338, Clarinda, Iowa. 

Stone, Rich hard L., Veterans ‘Administration Hosp., 1601 
Peridido St., New Orleans 12 

Stuart, Andrew B. +» 1360 Medical Squadron, Orlando A. F. 


Base, Fla. 
Batimore 18, Md. 


Sutley, Percy H., 
” Alexander, “Winston-Salem, N. C. 
Bidg., San 


Tayl lor, 
Calif. 


St. St. Pou 


iego 1 
Taylor, Gloria Anne, 215 Medico-Dental Bldg., San Diego 
1, Cali 
Tourkow, Lawrence P., 


Detroit 38, Mich. 
To Stanley, 6317 ire Blvd., Los Angeles 48, 
Cali 


Varjabedian, “ery 4 $i; Elm St., Worcester, Mass. 
gd oseph, 130 hiladelphia, Whittier, Calif. 
Vogt illiam L., Student Health Service, Kansas State 
ollege, Manhattan, Kans. 
Wellner Jack Vance, 1844 Waterworks Rd., St. Paul 3, 


Min 
Ward, Clyde. H., 904 Kales Bldg., 76 W. Adams, De- 
troit 26 ich. 

Wayne, 4 Loewenberg, Salt Lake General Hosp., 
156-168 Westminster Ave., Salt Lake Cit fi Utah. 
West, Louis Jolyon, 3700th Medical Group, * land A. F. 

ase, San Antonio, Tex. 
Whiting, Adolph M., Veterans Administration Hosp., 4435 
Beacon Ave., Seattle 8, Wash. 
Williams, Norton Lauriet, Recetiya State Hosp., 681 
Clarkson Ave., Brooklyn 3, N. 
Williams, Timothy Glyne, Spring » tl State Hosp., Balti- 


more 28, 

Willis, Maurice Earl, Pontiac State Bank Bldg., 
Pontiac, Mich. 

Wilson, William Preston Dept. of Neuropsychiatry, Duke 
University School of Medicine, Durham, Cc. 

Wolff, Hilburt L. 


Wright, 275 W. Rittenhouse St., 
44, 


1411 


737 N. Michigan Ave., Chicago 11, Ill. 
Philadelphia 
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Brown, Ian A., University Hospitals, University of Minne- 
sota, Minneapolis 14, Minn. 

Carlin, Maurice P., 912 Wood St., Chicago 12, IIl. 

Clark, David Barrett, 601 N, Broadway, Baltimore, y 

Dodge, Philip Rogers, Neurology Section, U. S. Army 
Hosp., Fort Campbell, 

Fishman, llen, 
168th St., New York Fm 

*Harter, Tohn M., 450 Sutter St., San Francisco, Calif. 

Levy, Lewis L., Louisville General Hosp., 323 E. Chestnut 
St., Louisville, Ky. 

Schuler-an, Israel 

Schut, john W., G 
burg, Ill. 

Vastola, Edward F., R. R. No. 10, Box 527 A, Ferguson 
21, Mo. 


Neurological Institute, zoo W. 


., 127 12th St., Galveston, Tex. 
alesburg State Research Hosp., Gales- 
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Jean Piaget. (New York: W. W. Norton & 
Company, 1951. Price: $5.00.) 


This is a skillful translation by Gattegno and 
Hodgson of the third volume of a trilogy by Jean 
Piaget, whose fundamentally important work needs 
no introduction to anyone even remotely interested 
in child development. Through the International 
Library of Psychology, Philosophy, and Scientific 
Methods, Piaget’s books on language and thought, 
judgment and reasoning, moral judgment, and con- 
ceptions of physical causality have been previously 
made available to the English-speaking public. 

When Piaget published La Naissance de I’Intelli- 
gence chez l’Enfant in 1936 (translated by Mar- 
garet Cook, Internat: Univ. Press, 1953), it was 
offered as the beginning of a series; it was fol- 
lowed in 1937 by La Construction du Réel chez 
l’Enfant. Its sequel was to be called La Genése de 
VImitation chez l’Enfant, as announced by the 
publishers (Delachaux & Niestle). However, the 
author expanded the contents sufficiently to have 
the third part appear in 1945 under the more com- 
prehensive title, La Formation du Symbole. The 
translators did well to highlight the main points 
(play, dreams, and imitation) in the title of the 
English version. 

This reviewer, having before him the first 2 vol- 
umes (in the original) besides the one under im- 
mediate consideration, is amazed at the painstak- 
ingly detailed observations limited essentially to 
the same 3 children and recorded in a total of 1,090 
pages of small print. Throughout, careful atten- 
tion is given to sequential stages in which the va- 
rious forms of representative thought are inter- 
related, their evolution “being dependent on the 
gradual establishment of equilibrium between as- 
similation and accommodation.” Piaget uses a cer- 
tain terminology that can be fully understood only 
by reminding oneself frequently of the definitions 
which the author has attached to concepts such as 
representative activity, equilibrium, assimilation, 
reversibility, operation, signifier, signified, etc. Once 
this hurdle has been taken, a coherent, well-inte- 
grated picture obtains. The main thesis is that “it 
is possible to trace [in the field of play and imita- 
tion] the transition from sensory-motor to mental 
assimilation [and that] the various forms of rep- 
resentation interact.” 

There is much meat in the book. In the midst of 
much loose speculation and fantasy about the in- 
fantile unconscious, it is good to come upon the 
use of reason and logic in an attempt at accounting 
for actually observed phenomena. Some may find 
the reasoning a bit too tight in spots but where 
does one find perfection? 

This book is highly recommended and should 
have many students. “Students” is a better word 
here than “readers.” Like all of Piaget’s publica- 
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PLay, AND IMITATION IN CHILDHOOD. By 


tions, it requires hard work—but work that has its 
definite rewards. 
L.K. 


Tue PsycHIATRIST AND THE Law. By Winfred 
Overholser, M.D. (New York: Harcourt 
Brace and Company, 1953. Price: $3.50.) 


It is interesting to compare Dr. Overholser’s 
treatment of this subject with that of Davidson 
whose book was reviewed in these columns last 
year (vol. 110, p. 79, July 1953). Dr. Davidson’s 
book is primarily factual, replete with information 
and advice for the expert witness, whereas Dr. Over- 
holser’s text is primarily a critical analysis of the 
numerous situations in which psychiatry and law 
meet. Dr. Davidson’s treatise may be described as 
an intensive briefing of a medical witness on the 
eve of a trial whilst Dr. Overholser’s is more like 
a scholarly review of events after the trial, a 
thoughtful discussion of why things went wrong 
and how trials generally might be improved. 

In 1952, The American Psychiatric Association 
established the Isaac Ray Award, to be given an- 
nually for the most worthy “contribution to the 
improvement of the relations of Law and Psychi- 
atry.” The author was the first recipient of the 
award and this book contains the lectures given 
by him pursuant to the award. 

The qualifications of the author as an outstanding 
authority in the field of forensic psychiatry are so 
widely known, particularly to the readers of the 
Journal, that it is considered unnecessary to describe 
them in this review. 

The first section of the book contains a short but 
comprehensive statement of present-day psychiatry. 
It probably contains more information in fewer 
pages than any presentation of its kind. 

In describing the use of scientific tests in the 
courts the author may have given undue prominence 
to the Chaplin case (p. 8). The refusal of the 
court in this case to be governed by the results of 
blood grouping tests in a paternity suit has not been 
followed in other jurisdictions. 

A little later the author has something to say 
about the contest of psychiatric evidence in the 
courts (page 24). He makes the point that “psy- 
chiatrists do not always agree on the diagnosis of 
a given case, but given the same set of facts they 
are likely to come to a substantial agreement.” 
The following paragraphs bring this situation into 
focus and show that some of the criticism is extreme 
and unwarranted. 

There is an interesting discussion of mental ca- 
pacity in relation to the credibility of the testimony 
of a witness (p. 55), including a reference to the 
trial of Alger Hiss. The author refers to (p. 56) 
“the psychiatric view that the general rule con- 
cerning the disqualifications of witnesses by reason 
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of insanity or other form of mental derangement 
does not go quite so far as it properly might.” 

This was the subject of a recent article by 
Dr. Davidson (Am. J. Psychiat. 110: 481). There 
is considerable doubt that opinion evidence of a 
psychiatrist as to the credibility of a collateral 
witness is admissible at all and the interested reader 
may conclude that this a potential field of develop- 
ment in forensic psychiatry. 

In summary, it may be said that The Psychiatrist 
and the Law further enhances the reputation estab- 
lished by the author. 

K. G. Gray, Q.C., M.D., 
Department of Psvchiatry, 
University of Toronto. 


KLINISCHE UND SPRACHWISSENTSCHAFTLICHE UNTER- 
SUCHUNGEN ZUM AGRAMMATISMUS. By Prof. 
Dr. Med. Fr. Panse, Dr. Phil. G. Kandler, 
Dozent, Dr. Med. A. Letschner. (Stuttgart: 
Georg Thieme Verlag, 1952.) 


This 72-page monograph on agrammatism has as 
its authors two psychiatrists and one linguist. The 
collaboration of the latter accounts for more exten- 
sive and thorough treatment of the linguistic aspects 
than usually encountered in neurological and psychi- 
atric literature. A chapter entitled “What is gram- 
matical?” is rather enlightening for the medical 
reader. The monograph is based entirely on a study 
of a single case (no autopsy) of agrammatism 
which developed in sequence of a motor aphasia due 
to typhus encephalitis. The case is studied in great- 
est detail and the authors come to the conclusion 
that agrammatism is a primarily amnestic phenome- 
non. The authors find themselves in disagreement 
with Goldstein’s theories and follow rather the ap- 
proach of Bonhoeffer and Kleist. Naturally no at- 
tempts in line of localization have been made. 

Agrammatism as the authors point out is hardly 
known to occur in English-speaking patients as the 
English language is much poorer in flexions than 
German. The monograph, therefore, will be of in- 
terest only for the researcher in the particular field 
of aphasia and related disturbances. 

, ALrrep GALLINEK, M. D., 
Columbia Presbyterian Medical Center 
New York City. 


FronTaAL Lopes AND SCHIZOPHRENIA. SECOND Lo- 
BOTOMY Prosect OF BostoN PsYCHOPATHIC 
Hosprrat. Edited by Milton Greenblatt and 
Harry C. Solomon. (New York: Springer, 
1953. Price: $12.50.) 


This is a fact-filled volume of studies on lobotomy 
patients, a creditable sequel to the Studies in Lo- 
botomy published 3 years ago. The editors have 
enjoyed the collaboration of a group of 52 workers 
in fields ranging from neuropathology through 
electrical engineering to psychoanalysis. Consider- 
ing the diversity of approach, it is remarkable that 
the work shows so little reduplication or contra- 
diction, and that it retains its coherence throughout. 
With the ground well cleared as the result of the 


earlier study of 205 patients followed for a satis- 
factory period, the present study comprises 116 pa- 
tients who were subjected to detailed examinations 
before and after 3 types of lobotomy: the standard 
bilateral, unilateral, and bimedial. Practically all 
of the patients suffered from chronic schizophrenia, 
with hopeless prognosis under more conservative 
treatment. 

Part I details the plan, method, and preoperative 
studies, and the various methods and procedures 
are considered in extenso. The fertility of imagina- 
tion in planning these studies, and bringing to 
quantitative expression some of the elusive factors 
of social interaction, productivity, affect, ward ad- 
justment and so on, shows that the whole project 
was well conceived. The investigators pursued their 
studies in the field of physiology and confirmed the 
importance of the response to intramuscular injec- 
tion of mecholyl as a prognostic indicator. Certain 
other physiologic responses as revealed by the poly- 
graph were also found of importance in the final 
outcome. Perhaps the most striking of the meas- 
ures employed was the productivity of the patient 
in a free interview ; verbal productivity was strongly 
related to abstraction ability and purposeful social 
action. The occupational therapy laboratory with 
a controlled approach to the interaction of pa- 
tients with other patients and with the staff yielded 
new insights into the significant deviations of these 
schizophrenic patients. Not all patients could be 
examined in detail by these methods, but the 
changes in behavior that followed operation were 
measured as carefully as possible. The use of 3 
different operations furnished the necessary control. 

“The results suggest that two factors, emotional 
tension and organization of the personality, must 
be considered together in understanding the lo- 
botomy problem. We conceive of lobotomy as be- 
ing almost specific in reducing emotional tension, 
but having little or no direct effect upon disorgani- 
zation. A dramatic ~: may be anticipated only 
when disorganizati... © dependent upon excessive 
emotional tension; in such cases, reduction in ten- 
sion leads to reintegration, improvement in intel- 
lectual functioning and return of capacity to relate 
to individuals and groups. On the other hand, when 
disorganization is independent of emotional tension, 
or exists alone, very poor results may be expected 
from lobotomy. Fortunately, for the majority of 
tick patients, emotional tension is the familiar re- 
sponse to the vicissitudes of life, and disorganiza- 
tion more or less a consequence of that tension.” 

In summing up their work, the authors present 
theories of the manner in which the reduction of 
neural circuits accomplished by lobotomy may work 
for the benefit of the patient. “A loss of drive, 
force, energy, may theoretically be of benefit to a 
sick patient if troublesome motivation or mal- 
adaptive patterns of behavior are reduced in inten- 
sity. Impulses difficult to manage may then be 
kept within bounds; instinctive demands may be- 
come less imperious.” 

Bimedial lobotomy is decidedly the best of the 3 
operations selected for comparison. While tension 
is reduced by all of them, the bimedial operation is 
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more likely to restore initiative and object cathexis. 
“With reduction in emotional tension, psychotic 
individuals show a great unblocking or release of 
health functions. They are better organized, more 
capable of abstract thinking, more friendly, more 
social and more productive. The loss of tension 
in psychotic patients is a definite gain, for sustained 
tension causes a disorganization of personality func- 
tions in these individuals and a great deterioration 
in their powers of social adaptation.” 

This monograph presents the most detailed study 
yet published on the varied aspects of personality 
functioning in relation to lobotomy. It shows the 
importance of coordinated research in an extremely 
important problem. It brings more into focus the 
essential changes following lobotomy, and points 
the way toward further application of this method 
in the treatment of suitable cases of mental disorder. 

WALTER FREEMAN, M.D., 
Washington, D. C. 


CeREBRAL CHANGES FOLLOWING ELECTRICALLY IN- 
pucep CoNvuLSIONS (AN EXPERIMENTAL STUDY 
on Cats). By Hans Hartelius. (Copenhagen: 
Ejnar Munksgaard, 1952.) 


This small monograph gives a complete survey 
of the whole literature on neuropathological investi- 
gations in connection with electroshock therapy. 
It is of great importance because of the many con- 
tradictory reports and statements on the question 
of brain damage in ECT. Human autopsy material 
is fortunately rare, and the author limits himself 
entirely to experimental animal studies. He uses 
all the experimental studies available so far and 
tabulates them according to behavior changes, glial 
changes, nerve cell changes. Irreversible changes 
in the form of disappearance of nerve cells and 
areas of devastation were found by some observers 
but denied by many others. 

In the present investigation use has been made 
of “unbiased examinations” by different pathologists 
who did not know whether the brains derived from 
shocked or from control animals. The author ccm- 
bined this procedure with a thorough statistical 
analysis of the results. The experimental animals 
comprised a total of 57 cats in whom electrically 
induced convulsions were given with the lowest dose 
sufficient to produce complete seizure. The brain 
was removed with the same precaution in treated 
and in control animals. It was found that certain 
changes in the walls of the smaller vessels, the glia, 
and the nerve cells were present in the animals 
subjected to ECT and, though less marked, also in 
some of the controls. Therefore, a grading was 
made but since this would still be a biased estima- 
tion another examination was made: specimens of 
the two groups were mixed together and again 
examined. A statistical analysis of the data re- 
corded showed a difference between the treated and 
the untreated animals. More intensive treatment 
resulted in more distinct changes than less intensive 
treatment. The various neuropathological phenom- 
ena which were more marked in the treated group 
were, in the following order, changes in the vessel 


walls, nerve cell changes, and a glial reaction. The 
vessel wall changes consisted of characteristic sac- 
like dilatations of the perivascular spaces. The glial 
reaction, of the progressive type, consisted of an 
increase in the number of the smaller glial elements 
in the parenchyma and of satellitsis beside the nerve 
cells. The nerve cell changes observed are in the 
form of various stages of chromophobia, often with 
coincident nuclear hyperchromatism. The arrange- 
ment of such cells is mainly focal. A special control 
examination was made by <:other impartial pa- 
thologist, and this resulted in 7 -f 8 control animals 
being rightly diagnosed as controls, and of 8 treated 
animals also 7 diagnosed as treated. On the basis 
of these results the occurrence of some irreversible 
nerve cell changes could be ascertained but such 
changes as, for instances, shadow cells and neu- 
ronophagia, were present only in a small minority 
of the nerve cells, and mainly in those animals that 
had received intense treatment. The incomparably 
greater proportion of changes in the vessel wall, 
the glia, and the nerve cells, therefore, can be re- 
garded as reversible. The most probable causative 
mechanism of these changes is cerebral ischaemia 
in connection with the epileptic seizure (not the 
electric current). This study rightly avoids clinical 
conclusions and also does not try to correlate the 
minimal changes and psychological findings with 
EEG. It is a thorough experimental study and a 
good basis for future investigations into this inter- 
esting field. 
LorHar B. KaLtnowsky, 
New York City. 


Tue PsycHo.ocy or Puysicat ILtNness. Edited by 
Leopold Bellak, M.D. (New York: Grune & 
Stratton, 1952. Price: $5.00.) 


This book of 237 pages not only is well written 
and extremely interesting, but is packed with in- 
sight and valuable information as to the emotional 
reactions and needs of the physically ill patient. It 
contains 15 chapters, including the introductory one 
by Dr. Bellak and a final one by Dr. Leon L. Alt- 
man on the Personality of the Physician as a 
Factor. The intervening chapters cover the various 
specialties and are written by able physicians who 
have had training in psychiatry as well as in the 
specialties about which they write. It is psycho- 
analytically oriented but is free of highly technical 
terms that might be objectionable to the non-anal- 
ysts. There is a bibliography at the end of each 
chapter and an adequate index, which make the 
book convenient for ready reference. 

In a book covering so much so concisely it is 
difficult to select passages or chapters which deserve 
special mention to the exclusion of others. The 
chapters on Psychiatric Considerations in General 
Practice, Psychiatric Problems of Malignancy, Psy- 
chiatric Problems in General Surgery, Psychiatric 
Implications in Gynecology and Obstetrics, and 
Psychiatric Aspects of Dermatology seem particu- 
larly important. 

Throughout the chapters are emphasized the in- 
evitable threats and anxieties that organic illness 
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poses for the patient and his family, and the special 
emotional meanings which his illness has individu- 
ally for him, and his consequent unique needs and 
expectations of the physician. Thus he seeks and 
needs more than just a skilled technician to give 
him the correct prescription or remove the diseased 
tissue; he needs a relationship with another human 
being upon whom he can depend and whom he can 
trust to give him warmth of understanding and 
patient, kindly, unselfish emotional support and 
care. And so the personality of the physician and 
consequently the nature of this relationship must 
affect the outcome of the illness for better or worse. 
In the last chapter, Dr. Altman discusses this re- 
lationship in more detail, including certain emo- 
tional attitudes and needs within himself of which 
the physician may not be aware. These include the 
need to be appreciated, impatience, projecting, hos- 
tility, overcautiousness, indignation, officiousness, 
susceptibility to flirtatiousness, dogmatism, etc. 
When present and unrecognized, these traits must 
be detrimental to the physician-patient relationship. 
The physician, in whatever specialty, will benefit 
from a careful reading of this little volume and will 
do weli to add it to his library. 
Rosert B. Hiven, M. D., 
New Canaan, Conn. 


A History or PsyCHOANALYsIs IN America. By 
Clarence P. Oberndorf. (New York: Grune & 
Stratton, 1953. Price: $5.00.) 


With the death of Dr. Brill, who brought psycho- 


analysis to America from Bleuler’s clinic in Zurich 
where he had studied, his mantle fell upon the 
shoulders of Dr. Oberndorf, the senior exponent of 
the psychoanalytic school in this country. To write 
a history of psychoanalysis in America no one could 
be better qualified than Dr. Oberndorf, being him- 
self so large a part of the movement. 

As he notes in his introduction to the present 
volume, his concern with the subject dates from its 
“first serious clinical application” at Manhattan 
State Hospital, where he was a resident, in 1900. 
He tells us that he became acquainted with Freud’s 
teaching at the age of 27, and “no day has since 
passed in my professional life without my resorting 
to it for an illumination of some obscure thought, 
action, or symptom.” 

Because therefore of an “active and uninterrupted 
participation in psychoanalytic affairs during all 
this time” (44 years), it is not only proper but in- 
evitable that Dr. Oberndorf should write the story 
from the background of personal experience and 
observation. In keeping with this program he offers 
some interesting pages of professional autobiog- 
raphy. In his student days at Cornell Medical 
School the entire course in psychiatry consisted of 
a dozen lectures by Adolf Meyer and a few clinical 
demonstrations at Manhattan State Hospital. He 
recalls that C. L. Dana, professor of neurology, 
began his lectures with the remark, “The textbooks 
for this course will be William Thackeray’s Vanity 
Fair, Dr. Conan Doyle’s Sherlock Holmes, and 
Dana’s Textbook of Neurology.” He would then 


add, “You needn’t bother about the last, but be sure 
to read the first two.” (We are reminded of the 
advice attributed to Sydenham when asked what 
books he would recommend to provide a knowledge 
of medicine. “Read Don Quixote,” he replied, “It is 
a very good book. I read it myself still.”) From 
these pages one gets glimpses of the status of psy- 
chiatry in medical education during the first decade 
of this century. 

During this period Oberndorf went for postgrad- 
uate work in Germany, the medical Mecca for all 
the world prior to World War I. Psychoanalysis 
had begun to attract attention and to excite con- 
troversy. At the 1910 meeting of German neurol- 
ogists, he notes, physicians conducting private sani- 
taria were required to make official declaration that 
they had no dealings with psychoanalysis. And 
Hoche of Freiburg denounced it as “intellectual 
rooting like a pig.” Indeed, Freud’s contemporaries 
in Germany generally either took no notice of his 
— or spoke disparagingly, even scornfully, 
of it. 

And then in America at Manhattan State Hos- 
pital psychoanalysis began its career in the United 
States, creepingly at first against vigorous opposi- 
tion, and then gaining momentum, in these later 
years sweeping across the land like the evangelistic 
waves of the mid-Eighteenth and mid-Nineteenth 
Centuries. It is not surprising that it gained earlier 
and wider acceptance in the United States than in 
any other regions. America is still a young country 
always eager, as the Athenians on St. Paul’s visit 
were said to be, to tell, or to hear scme new thing; 
or as James Joyce hath it, jung and easily freudened. 
Adolf Meyer, although recognizing the usefulness 
of certain concepts of psychoanalysis, never accepted 
it in his teaching or practice. Instead, he developed 
his own formulation to which he gave the name 
psychobiology. 

A milestone in American psychoanalysis was 
Freud’s visit in 1909, when at the invitation of 
President G. Stanley Hall, he delivered five lectures 
at Clark University. An interesting feature which 
Oberndorf recalls was the meeting between Freud 
and William James at these lectures. In a letter to 
Flournoy, James wrote, “he [Freud] made on me 
personally the impression of a man obsessed with 
fixed ideas.” The author thinks it likely that the 
majority of those who heard these lectures were 
likewise unfavorably impressed. On the other hand, 
however dissatisfied Freud may have been with his 
brief American experience, the opportunity to lec- 
ture at the New England university was a great 
encouragement to him. “In Europe I felt as though 
I were despised”; he wrote in his autobiography, 
“but in America I found myself received by the 
foremost men as an equal.” 

Step by step Dr. Oberndorf traces the extension 
of the psychoanalytic movement in the United 
States, all of which was within his own experience 
and in which he played so conspicuous a part. He 
brings on the scene both protagonists and anatago- 
nists, with not a few biographical details, thus re- 
calling much of the psychiatric history of the first 
half of the Twentieth Century in America. He 
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credits Frederick Peterson with “launching and 
fostering psychoanalysis” in this country and speaks 
of his growing distaste for the subject, culminating 
in his caustic article “Credulity and Cures” (1919). 

An amusing incident may be added here for the 
record. In 1907 Brill was studying in Paris and 
expressed to Peterson, his former teacher, his dis- 
satisfaction with what he was getting. Hereupon 
he quotes Peterson as saying, “Why don’t you go 
to Zurich—to Bleuler and Jung? They are doing 
that Freud stuff over there—I think that you would 
like it.” 

Comes now the 1934 meeting of the American 
Psychiatric Association in New York City. There 
was a symposium on psychoanalysis, following 
which eight prominent members were listed for 
the discussion. Among them was Bernard Sachs, 
an incurable anti-Freudian. When his name was 
called he strode to the platform and announced that 
he had a telegram from Frederick Peterson which 
he would read. This was the message: “It is 
possible I may be accused of having introduced 
psychoanalysis into this country. If I did, I apolo- 
gize.” Brill, who was presiding, was shocked by 
what he considered to be Peterson’s “change of 
views” ; this he said was “one of the mysteries that 
cannot be fathomed.” Bernard Sachs obviously en- 
joyed his bombshell. 

Dr. Oberndorf conscientiously records both fa- 
vorable and unfavorable attitudes toward psycho- 
analysis both in America and abroad. He had 
opportunity to compare European reactions with 
those at home. In 1921-22 he was in Vienna and 
this time was analysed by Freud, of whom he gives 
a vivid word picture. Unlike the Master, he 
aligned himself with those who insisted that psycho- 
analysis must be practised by physicians only. 

Whatever form may survive of the metapsychol- 
ogy of the “Pope of Vienna,” as William A. White 
once called him, and whatever place it may eventu- 
ally hold in medicine, its vogue, particularly in 
America in the second quarter of the Twentieth 
Century, has been tremendous; and the main fea- 
tures of that dramatic story will be found in the 
pages of Oberndorf’s book. 


Die ALKOHOLHALLUZINOSEN. By Dr. G. Benedetti. 
(Stuttgart: Georg Thieme Verlag, 1952.) 


This is an interesting paper on material from the 
Bleuler Psychiatric Institute of the University of 
Zurich, Switzerland. 

With all our interest in the question of alcoholism 
there is not much material in this country regarding 
alcoholic psychoses. 

Benedetti reports on 113 cases of alcohol hallu- 
cinoses seen and treated during the last 30 years 
in different psychiatric institutions in Switzerland. 
Of the 113, 23 were chronic and most patients 
deterioriated mentally. From his material Bene- 
detti concludes that patients who do not recover 
during the first 6 months of abstinence will 
never recover. Most of Benedetti’s cases had a 
very acute course. Their family histories show 


that they do not belong to the schizophrenic group. 
These patients have a not too distinct body build 
and cannot be put into one certain classification. 
Their prepsychotic character very seldom shows 
any schizoid trends. In the acute cases we often 
find psycho-organic complications. The course and 
final state of those acute alcohol hallucinoses do 
not differ from that of the so called acute exogenu- 
ous reaction types (Bonhoefer). In the more 
chronic alcohol hallucinoses 50% end like typical 
schizophrenics. The other 50% are like typical 
exogenuous organic psychoses. This means that 
there is a kind of chronic alcohol hallucinosis 
caused by organic brain damage. Looking at the 2 
kinds of chronic alcohol hallucinosis we can say 
that there are chronic alcoholic hallucinoses of 
schizophrenic and others of organic origin. 

The whole paper gives a very critical evaluation 
of heredity, body build, and clinical psychological 
findings. It is highly interesting not only for the 
psychiatrist dealing with alcoholic psychoses, but 
also for those interested in research method. 

Mayer, M.D., 
New York City. 


Eco PsycHOLOGY AND THE PsycHoses. By Paul 
Federn, M. D. Edited by Edoardo Weiss, M.D. 
(New York: Basic Books Inc., 1952. Price: 
$6.00.) 


Publication of this compilation of Paul Federn’s 
writings is timely because more and more psychia- 
trists have centered attention on psychotherapeutic 
endeavors with psychotic individuals. American 
students can now more easily compare Federn’s 
rich ideas in this field with the better publicized 
ones of Fromm-Reichmann and Sullivan. Though 
no longer as new as when Federn first stated these 
facts, the recognition oi transference phenomena in 
psychoses, hopefulness in treating psychoses, use 
of maternal figures in treatment, and respect for 
the individual psychotic can easily stand the repe- 
tition and additions in depth that the essays in this 
book give them. 

The title is somewhat deceptive since the book 
includes a broader range of Federn’s ideas than 
these subjects indicate. Yet it was painstaking, 
often deeply subtle investigation of many “egos,” a 
recognition of the relevance of variations in a given 
ego to the feeling of constancy and continuity with- 
in that ego, and willingness to enter therapeutic 
relations with psychotic individuals that formed the 
core of Federn’s work on all psychological subjects 
treated in the book. 

Though many other aspects of psychoanalysis and 
psychiatry, ranging from mental hygiene to narcis- 
sism, are discussed in an extended fashion, this 
reviewer found most enjoyable the following: (1) 
The discussions of psychoses as weaknesses of and 
lesions in the ego of the psychotic. Federn’s state- 
ment of the dynamics of disease of the ego suggests 
the possibility of more meaningful constitutional 
theories of psychosis. (2) The related discussions 
of differential breakdown of various ego functions. 
Many theories of psychosis handle the clinical ma- 
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terial relevant to this in too broad a fashion. (3) 
The use of depressive states as a means of formu- 
lating the problems of suffering and pain. Federn 
should be a rewarding source for those who are 
making an effort to better define these problems. 
(4) More clinically minded students will find in 
this book excellent general advice and at least one 
report that is a model for handling a patient in the 
early stages of a psychosis. 

Edoardo Weiss, Federn’s devoted student and 
literary executor, has drawn together Federn’s pa- 
pers from many sources. Though at first glance, 
there appears to be much overlapping and repitition, 
this is an actual gain as the total effect is one of 
progressive unfolding of the central ideas. To this 
reviewer; Federn’s style, when held in the confines 
of a single essay, makes for stimulating reading 
though not always clear statement. However, the 
variants which appear in the repetition slowly add 
up to a coherent whole. 

A short expository statement by Dr. Weiss at 
the beginning of the book is helpful. It is even 
more so when re-read at the end of the book. The 
only criticisms which I believe are important are 
these: (1) More lengthy editorial comment on 
each essay relative to the appropriate historical 
frame of reference would have been helpful. (2) 
More extensive comment on the direction of 
Federn’s thinking in relation to those of present 
investigators of psychosis would be valuable for 
younger students. 

L. W. Eartey, M.D., 
Pittsburgh, Pa. 


HIRNVERLETZUNGEN, MECANISMUS, SPAET-KOMPLI- 
KATIONEN, FUNKTIONS-WANDEL (BRAIN IN- 
Juries, MECHANISM, LATE COMPLICATIONS AND 
ALTERATION OF FUNCTION). By Walther Birk- 
mayer. With an introduction by Prof. Otto 
Poetal. (Vienna: Springer-Verlag, 1951. Price: 
$6.50, paper ; $7.20, bound.) 

As physician-in-chief of the Neuropsychiatric 
Clinic of the University of Vienna and former 
Director of the military hospital for brain injuries 
of the same city, the author has ample material to 
draw from for this elaborate presentation of the 
mechanism, late complications, and functional altera- 
tions in brain injuries. 

Of the approximately 3,000 cases of brain injured 
members of the German armed forces in World 
War II who were hospitalized under Drs. Poetzl 
and Birkmayer in Vienna, only 1,091 were used in 
this study. For the remainder all the pertinent in- 
formation was not available. The contents of this 
work have justly been <alled, by Dr. Poetzl, docu- 
mentary evidence of the author’s great organiza- 
tional prowess and abundance of scientific stimula- 
tion. The cases are viewed from various factual 
and symptomatic aspects. These are: The extent 
of bone defect, the duration of unconsciousness, the 
injuring agents (bullets, shells, etc.), and the role 
of the steel helmet. The lesions are further divided 
into contusions (C.) and compression fractures, 
the latter into compressions with intact dura mater 


(C.I.D.), with torn dura mater (C.T.D.), and with 
torn dura mater plus prolapse of brain tissue. The 
direction and penetration depth of the missiles are 
also taken into account. Special attention was given 
to the all-important period of unconsciousness. It 
was considered long (L.U.) if lasting more than 
24 hours, medium (M.U.) if less than 24 hours but 
more than one hour, and brief (B.U.) if persisting 
for less than one hour. The protective role of 
the steel helmet is given different values by different 
authors. Most of them believe that in contusions 
it kept the dura mater intact and retained the missile 
on the side of its penetration. Eighty-eight per 
cent of all brain injuries were followed by a period 
of unconsciousness. This percentage was greater 
among those who wore helmets when hurt and 
duration of unconsciousness among them was com- 
paratively longer. Although the helmet disperses 
the impact of the missiles it involves a larger sur- 
face of the skull and implicates the brain stem. It 
has also been observed that rifle bullets caused 
larger bone defects than did shell fragments and 
the helmet contributed also. 

A decisive factor in the effect of the shooting is 
the missile’s force. This may be expressed in terms 
of physical and kinetic energy by the formula 

2 

E= MY - Its velocity is a more effective factor 
than its weight. The texture of the surface hit, its 
axial direction and compressibility have only a 
modifying influence. Artillery projectiles differ 
from rifle bullets in that the former have a wider 
ricochetting and lesser penetration and are more 
effectively curbed by steel helmets. Unconsciousness 
is a direct result of the irritation of the brain stem. 
If it lasts more than 24 hours it signifies the pres- 
ence of structural damage, i.e. a contusion. 

Of the complications that may develop long after 
the initial brain trauma, the author lists headaches, 
meningitis, encephalitis, abscesses, and post-trau- 
matic convulsions. The headaches (that may hardly 
be considered a “complication,” as it is almost 
constant symptom in such events), are described 
by the sufferers as rising in one place and traveling 
along the hemicranium to an area behind the eyes 
where it halts and abides throughout the illness. 
Pressure over the head may either provoke or 
alleviate it, strange as it seems. Also a cold breeze 
or draught may dissolve it. Combing the hair can- 
not be tolerated. The patients feel as if the pressure 
inside the cranium will make it explode any instant. 
Light agonizes them. Thinking becomes an arduous 
task. The author interprets the above subjective 
symptoms in terms of definite pathological processes 
that take place in the physiological activities of the 
brain structure. These spccific processes assist in 
the choice of specific therapies. 

Each brain lesion must be assumed to be infected. 
Encephalitis and abscesses are only various stages 
of the same process. The toxic effect of the infec- 
tion causes injuries to the nerve substances and 
also develops an edema resulting in increased intra- 
cranial pressure and its sequelai. 

The presence of meningitis is easy to establish 
clinically. The manifestations of illness are the 
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results of the struggle between the antigen and 
the powers of defense. As the meninges offer con- 
siderable resistance to the invading organisms, men- 
ingitis is identified by its stormy onset and massive 
symptoms: high temperature, vomiting, headaches, 
nuchal rigidity, increased pressure of the cerebro- 
spinal fluid, and leucocyte count. Only 68% of 
the abscesses may be diagnosed by neurological 
examination, while 32% may be established only 
through encephalograms. It is hard to foretell what 
surgical procedure is best indicated in brain ab- 
scesses: punctures, drainage, or extirpation. Sulfa 
drugs and penicillin proved most successful in the 
treatment of encephalitis and meningitis. Blood 
transfusion, strychnine, cardiazol, and caffein are 
also of much help. 

Post-traumatic convulsions (a term used by some 
authors interchangingly with post-traumatic “epi- 
lepsy”) are presented in great detail. Some authors 
are of the opinion that this type of convulsion ap- 
pears only in individuals predisposed to it prior to 
the injuries and spares those in whom such a dis- 
position wes lacking. Occurence of such convul- 
sions is reported by various clinicians to be from 
11.8% to 49.5%. The largest proportion is found 
in lesions of the parietal regions and the smallest 
in the lesions of the occipit. All types of brain 
injuries are prone to develop convulsive seizures, 
the largest number (47%) occurring in compres- 
sions with dural penetration and prolapse and the 
lowest in compressions without dural tears. 

It has been noted that most of these attacks take 
place in overcrowded, poorly ventilated premises: 
cinemas, theatres, and restaurants. But there are 
other disturbing situations that exercise an un- 
favorable effect, such as riding in vehicles, par- 
taking of spicy foods and alcohol, excessive smok- 
ing, and excessive intake of fluids. They may also 
be provoked during an intercurrent malarial or 
gastrointestinial infection, anginal attacks or colds, 
overexertion and fatigue. 

While dural scars following surgical intervention 
may become an irritating factor, not all patients 
develop convulsions. Particularly prone to such 
developments are those whose injury was accom- 
panied by a prolonged period of unconsciousness. 

As therapeutic measures the author advises avoid- 
ance of vegetative toxins (nicotine, alcohol, coffee), 
limited intake of fluids and salt, rest periods, quiet 
surroundings, mild but controlled guidance of the 
patients’ lives. Barbiturates reduce the working 
capacity. Dilantin sodium was used sparingly and 
was most efficacious on patients whose attacks were 
frequent. Routine treatment consisted of luminal, 
dehydration by boracic acid, gastric detoxication 
with magnesium, and administration of ergot prepa- 
rations and belladonna. 

Alterations in the functions of the motor system 
due to brain injuries were especially scrutinized. 
In the following list the first figure gives the per- 
centage of cures and the second that of improve- 
ments: Flaccid paralysis without sensory loss (53, 
47), spastic paralysis (46, 2), paralysis with sensory 
disturbance (41, 6), spastic paralysis with sensory 
disturbance (36, 3). Various medical and physical 


therapies for disturbances of the motor system are 
outlined and well illustrated. 

Because of the close relationship between the 
central nervous and the vegetative nervous systems, 
brain lesion affects both. The balance between the 
sympathetic and parasympathetic branches is dis- 
torted. Strongly affected are the metabolic processes 
of water, carbohydrates, fats, proteins, minerals, 
vasomotor system, the regulation of temperature, 
and the blood picture. The therapy is aimed mainly 
at removal of the load from the vegetative appa- 
ratus, with special attention to climate, diet, proper 
exercise and hydrotherapy. 

Of particular interest is the part that deals with 
measuring and treating the mental functional ca- 
pacities in brain lesions. A series of measuring 
tests are given: the interpretation of 6 proverbs 
testing symbolic thinking, of analogies (rose-plant, 
lion-?) testing abstract thinking. There is also 
a “gap” test: “of food and drink.” The patient 
fills in missing words: “Eating and . . . maintain 
the body is an old and very ... proverb. It is 
related to the structure of our ...as with the 

. . of a house. In the construction of a house we 
use various . . . wood, stone, iron, clay etc.” In 
order to fill in the 75 gaps, the patient must show 
his capacity for “simultaneous determination.” Here 
length of the period of unconsciousness and localiza- 
tion of the injury are the main determinants of the 
results obtained. 

Many cases of changes in the perceptual function- 
ing are described in great detail. The pathologic 
findings, through intricate tests and their relation 
to the type and localization of their injuries, are 
pointed out very adequately. Many practical direc- 
tions are given for helping the patient reestablish 
proper contact with his environment and become 
integrat- and useful in society. 

This work is an outstanding contribution to the 
study of brain injuries and will be of great assist- 
ance to those treating such injuries occurring both 
on the batilefields and in peace time. 

Hirscu L. Gorpon, M.D., 
Department of Psychiatry, 
New York Medical College. 


INFERIORITY FEELINGS IN THE INDIVIDUAL AND THE 
Group. By Oliver Brachfeld. Translated from 
the French by Marjorie Gabain. (New York: 
Grune & Stratton, 1951.) 


The author states that his reason for writing this 
book is to unite in a single volume all the essential 
information regarding “feelings of inferiority,” the 
cornerstone of Adlerian psychology. He feels that 
analysis of such feelings in the individual has 
reached its final form but that most of the work 
regarding these feelings on a social plane is yet to 
be done. He writes of the historical aspects of the 
subject and the ideas which preceded it and then 
discusses these feelings in regard to their diagnosis, 
relation to family patterns, civilization, sex, art, and 
the major forms of emotional illnesses. Through- 
out the emphasis is, of course, on the Adlerian 
interpretation. 
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This reviewer could not comprehend what factual 
information was behind many statements found 
throughout the book. In the preface, for example, 
the author states that a collective illness referred 
to as “nerves” came to the continent from America. 
In the same section he states that “statistical and 
investigative’ methods prove that Adler was cor- 
rect and that all nervous complaints are due to a 
sense of impotence or feelings of inferiority. An 
early chapter contains the statement that economic 
productivity tends to spread feelings of instability 
and the author points out that mass-produced goods 
are inferior to older goods. His statement that 
psychoanalysts seem deeply convinced of their in- 
ability to cure their patients is unsupported. The 
author in a later chapter writes that man, owing 
to his greater differentiation as compared to higher 
mammals, has become “in a sense an inferior 
species.” 

There are some outright errors present, part of 
which may be ascribed to the translator. On page 
123, for example, the “Electra complex” is incor- 
rectly defined. Seven pages later the author states 
that there are more suicides among Catholics than 
among Protestants which is certainly not so in this 
country. 

In summary the author may well have accom- 
plished his purpose of uniting the essential infor- 
mation regarding inferiority feelings. In doing so, 
however, he has neither been consistently factual 
nor has he written an interesting book. 

Perry C. TALKincton, M. D., 
Dallas, Texas. 


Tue Revival or INTEREST IN THE Dream. By Rob- 
ert Fliess, M.D. (New York: International 
Universities Press, 1953. Price: $3.00.) 


This is not a book for the general psychiatric 
reader. It is a highly condensed collection and 
summary of recent psychoanalytic literature con- 
cerning dreams—not of dreams in general, for these 
form part of almost any detailed psychoanalytic 
case report—but of the theory and psychology of 
dreams. The text consists of brief summaries of 
articles, grouped according to their content, con- 
cerning the dream to which are appended the au- 
thor’s critical comments and observations. The 
fifth chapter of the book consists of an original 
article by the author concerning the significance of 
the spoken word in the dream. 

Dr. Fliess assumes a highly expert grasp on the 
part of the reader of the theory and literature of 
the dream. Consequently, the style of the writing 
occasionally strikes one as terse and the total effect 
is that of reading a series of notes outlining a course 
in postgraduate dream analysis and theory. For 
example, the implications for general ego psy- 
chology of Isakower’s ideas concerning the phe- 
nomena accompanying falling asleep and of the 
spoken word in the dream are blurred because of 
the brief presentation. Similarly, whether one 
accepts in toto Lewin’s ideas concerning the dream 
screen, which Dr. Fliess does not, it nevertheless 
remains true that Lewin’s ideas have stimulated 


much research into the’ psychology of sleep, and 
dreams. 

The excellent material which the author has put 
together through painstaking research is worthy 
of more extensive treatment. Dr. Fliess could 
render a valuable scientific contribution if the cur- 
rent book of 164 pages were expanded into a full- 
length volume which would enable him to place the 
revival of interest in the cream in its proper orien- 
tation in the current development of psychoanalytic 
theory and practice and would enable the reader to 
understand the integration of dream psychology 
with the broader problems of psychoanalysis. 

Jacos A. Artow, M. D., 
New York City. 


A Manual For Psycniatric Case Stupy. By 
Karl A. Menninger, M.D. (New York: Grune 
& Stratton, 1952. Price: $6.75.) 


Here is a book that serves a definite purpose: a 
manual prepared to meet the needs of doctors en- 
tering the field of psychiatry. Moreover, it does 
what it essays to do exceedingly well, providing 
an excellent and comprehensive standard procedure 
for studying psychiatric patients, both psychoneu- 
rotic and psychotic. Text and abundant charts 
demonstrate conclusively that psychiatric clinic data 
may be obtained, organized, and recorded accu- 
rately and purposefully, together with a meaningful 
diagnosis and beneficial plan of treatment based 
upon these findings. The method employed is the 
scientific approach from an eclectic point of view. 
Each member of the participating team has a defi- 
nite function, but must understand also the con- 
tribution of his colleagues. The psychiatrist re- 
views all data and in staff conference gives his 
psychiatric findings, then assumes responsibility for 
the correlation and coordination of facts, a diag- 
nosis, and the treatment to be instituted. 

The book is divided into 3 parts, dealing respec- 
tively with the collection and organization of case 
material, treatment, and illustrative case records. 
An appendix provides a useful reprint of the recent 
classification of the diseases of the psychobiologic 
unit compiled by the Committee on Nomenclature 
of The American Psychiatric Association. There 
is also the nomenclature used by the Veterans Ad- 
ministration, and a list of personality types which 
Doctor Menninger and his associates are finding 
useful for preclinical descriptive titles. 

A model commitment law and a full index add 
to the value of the volume, which we believe gen- 
eral practitioners and medical students, as well as 
physicians preparing to become psychiatrists, will 
find both interesting and helpful in the understand- 
ing of emotional disturbances and mental disorders. 

The author’s philosophy is that the mental atti- 
tude of any physician to any patient who has come 
to him for help should be one of “respect for the 
dignity of the individual human being, and of rev- 
erence for the mystery of pain, of impaired life 
and growth. With this, too, goes a respect for the 
responsibility and authority of the role of the phy- 
sician—a self-respect and a respect for one’s col- 
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leagues and predecessors, for accumulated medical 
science, and for that quality in the nature of human 
beings that leads them to turn in trust to some of 
their equally fallible fellow creatures and place 
their fate in our hands. Such respect dictates a 
pervasive humility and an earnest dedication to a 
task approaching a function of divinity.” 

His many years as a teacher of recent graduates 
from accredited medical schools entitle Dr. Men- 
ninger to speak with authority of the preparation 
they have received for graduate study. Today most 
medical students take a few courses in psychiatry 
and have clinical demonstrations of the major psy- 
choses and perhaps a few well-advanced psycho- 
neuroses. They have learned something about 
mentai disease, bu little about the patient who 
has the disease—his personality, and the conditions 
under which the disorder developed. These factors 
are essential for a diagnosis upon which to recom- 
mend an effective plan of treatment. 

It is our belief that a better understanding of the 
patient, of the physical and psychological environ- 
ment under which the imental illness occurred, and 
the stage it had reached when the patient was first 
seen, makes it possible to avoid hospitalization in 
many cases and also helps to hasten recovery. 

Dr. Menninger is rightly concerned about the 
inability of the yourig doctor to describe clearly 
and accurately what he observes. This may be 
attributable not to ifadeyuate medical knowledge, 
but to lack of technical skill in writing—which 
should have been acquired in the general education 
which preceded medica! school. Scientific writing 
is not exempt from the rules cf rhetoric and com- 
position. Since the art of writing is apparently not 
well taught in undergraduate days, perhaps medical 
schools should offer a course in writing that will 
foster skill in the presentation of scientific data. It 
is lamentable that doctors should find it difficult to 
express in simple, direct statements what they 
know and want to transmit to others. 

The inclusion of many forms and charts, case 
histories, diagnoses, plan of treatment, and prog- 
ress summaries should be helpful both in the organi- 
zation of medical data and as examples of the art 
of writing. The many summaries on each patient 
are effectively adapted to the understanding of the 
person who is to read them. Family physician, rela- 
tives, clinic, social agency, or the hospital to which 
a patient is committed should obviously have dif- 
ferent reports. A summary that is not understand- 
able to the recipient is worse than a useless waste 
of time. Misunderstood or used unwisely, it may 
be dangerous and adversely affect the patient’s 
recovery. 

They author also wisely stresses the psychiatrist’s 
responsibility to the referring physician who will in 
many cases continue to see the patient after his 
return to his own home. As a psychiatrist, he is 
concerned with the patient’s welfare beyond the few 
weeks or months during which he has been under 
treatment. When the acute illness is over, he wants 
to secure for his former patient the continued safe- 
guards against a recurrence which are available 


through the family physician, family, and com- 
munity. 

To Dr. Menninger, the patient is never an iso- 
lated individual, but a human being who has re- 
covered or is convalescing from a temporary illness, 
and—with greater knowledge and strength—is re- 
turning to an environment in which he may live a 
normal life of usefulness and happiness. 

It is a pleasure to commend this book as both 
profitable and enjoyable reading. 

B. Teruune, M.D., 
The Silver Hill Foundation, 
New Canaan, Conn. 


RESIDENTIAL TREATMENT OF EMOTIONALLY DisTURBED 
Cupren: A Descriptive Stupy. By Joseph H. 
Reid and Helen L. Hagan. (New York: Child 
Welfare League of America, 1952. Price: 
$3.50.) 

Twelve treatment facilities designed to provide 
children with residential care and treatment are 
described in considerable detail. These representa- 
tive centers were selected on the basis of their 
accepting children with severe personality disorders 
and providing a program offering both individual 
therapy and group living experience. Seven are 
under medical and 5 are under social agency ad- 
ministration. Nine are supported by public and 5 
by private funds. 

An attempt has been made to present similarities 
and differences in the philosophies and techniques 
espoused by each of the units. Information is drawn 
from the publications and records of each center 
and from personal visits by one or more of the 
authors. In addition an official of each unit provides 
his own summary and evaluation at the end of each 
report. 

Centers included were: Arthur Brisbane Treat- 
ment Center; Bellefaire; Child Guidance Home of 
Cincinnati; Children’s Service Center of Wyoming 
Valley ; Emma Pendleton Bradley Home; Evanston 
Children’s Home ; Hawthorne Cedar Knolls School ; 
Jewish Children’s Bureau of Chicago; Langley 
Porter Clinic, Children’s Inpatient Service; Neuro- 
psychiatric Institute Children’s Service; Ryther 
Child Center; and Southard School. Emphases 
differ, however, in each institution. Administrative 
and formal philosophy varies greatly from center 
to center, yet there seems to be a common denomi- 
nator which overrides many of the official differ- 
ences: “a total approach to therapy” (preface). 

The relative importance of individual psychother- 
apy vs. group living experience, of remedial educa- 
tion vs. work with parents, of research vs. service, 
of home training vs. recruitment of fully trained 
expert staff, of self-containment vs. community 
membership—all these balances are given compara- 
tive consideration. 

The individual programs were each given a chap- 
ter of this volume. Each was characterized by a 
developmental sketch, an organizational outline, and 
a word picture of its physical plant and facilities. 
Staff composition and personnel, budget and sources 
of income were presented, Intake, treatment, dis- 
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charge, and follow-up were discussed, tegether with 
agency liaison and handling of parents. Training 
and teaching programs for staff and outsiders were 
also outlined. No judgment of the comparative 
validity or effectiveness of methods used in various 
establishments was made by the authors; they 
sought rather to provide objectively the facts and 
principles as they appeared to be clearly evident in 
the program of each unit. 

This useful volume should provide much-needed 
information for physicians, social agencies, and 
schools who seek placement and treatment for 
children and for institutions or committees who are 
planning for the creation of such facilities them- 
selves. It might also prove useful as a reference 
for courses on comparative therapies and residential 
life. 

Eart A. Loomis, Jr., M. D., 
Pittsburgh, Pa. 


Tue Hauntep Peorte: Tue Story oF THE POoLTeErR- 
GEIST DOWN THE Aces. By Hereward Car- 
rington and Nandor Fodor. (New York: 
Dutton, 1951. Price: $3.50.) 


The poltergeist is the step child of spiritualism. 
In a world where ectoplasmic manifestations are 
commonplace and “blithe spirits” run rampant, the 
poltergeist is widely believed to be a fraud. Polter- 
geist comes from two German words meaning 
“noisy spirit” and has come to mean a prankish, 
though not necessarily evil, spirit that throws rocks 
through windows, pinches young maidens, and gen- 
erally makes him and/or herself unpleasant. In The 
Haunted People, Dr. Hereward Carrington jumps 
to the defense of the poor maligned poltergeist, and 
with some 372 documented cases of poltergeists in 
action, proves that such a spirit exists, and is not, 
as one eminent spiritualist believes, the work of 
some “naughty little boy or girl.” He does admit 
that not all of these 372 cases were genuine. In 
fact, he states that 19 had some element of fraud 
in them, and were not the work of real poltergeists. 
In 26 more of these cases, he believes there might 
be some small room for doubt. However, he is left 
with 327 cases from 355 A.D. to 1949, told by men 
from Cotton Mather to Osbert Sitwell and by 
papers as conservative as the New York Times. In 
these 327 cases he says that there is no room for 
doubt and thus proves conclusively that the polter- 
geist does exist and is no more spurious than the 
ghosts in the castles in England. 

Having done this, Dr. Carrington bows out of 
the book and it remains for his co-author, Dr. Nan- 
dor Fodor to analyze the phenomena and to discuss 
the “poltergeist psychosis.” 

In an introduction to his section of The Haunted 
People, Fodor bemoans the fact that both the psy- 
chic researchers and the psychoanalysis of today 
look askance at one another. He seems to feel that 
the problem is primarily one of semantics, for 
neither science can tolerate the terminology of the 
other ; as he puts it, “psychoanalysts need a primer 
in psychical research, but psychical researchers also 
need one in psychoanalysis.” For he believes that 


only through a union of the two sciences can we 
learn the answer to such problems as the poltergeist. 
He then shows the fruits of this union in the 
analysis of the Sargossa Ghost in Spain in 1934. 
This ghost lived as a voice in a chimney for some 
time in the house with a sixteen-year-old servant 
girl. He states that he believes the ghost to be a, 
“free floating fragment,” of the servant who was 
suffering from, “The Poltergeist Psychosis—an 
episodic mental disturbance of the schizophrenic 
order.” Having started off, he expounds a great 
many more of his theories, one being that, “A 
medium may cheat for similar reasons that drive 
a kleptomaniac to stealing. He may produce valu- 
able psychological phenomena as a neurotic pro- 
duces symptoms. Viewed as a conversion neurosis, 
mediumship may offer a novel and attractive field 
of inquiry.” And later—“The poltergeist is not a 
ghost. It is a bundle of projected repressions.” 
Dr. Fodor gives two more cases of poltergeist 
phenomena, one of which was a talking mongoose 
named Gus on the Isle of Man. He analyzes both 
of these cases, showing that some of the ghostly 
happenings are due to unconscious chicanery and 
others due to conscious efforts, while still more are 
due to the impact of a badly channeled libido acting 
on people and its actual physical environment. 
Finally, he closes the book with a chapter entitled 
“The Poltergeist—Psychoanalyzed.” In this final 
chapter, he takes us step by step through the anal- 
ysis of a person ridden by a poltergeist and shows 
how, with the freeing of repressions, the libido 
is rechanneled and the poltergeistic phenomena 
gradually stop as the patient gains insight. 
P. C. Tatxincton, M.D., 
Dallas, Texas. 


Tue Fourth MENTAL MEASUREMENTS YEARBOOK. 
Edited by O. K. Buros. (Highland Park, New 
Jersey: The Gryphon Press, 1953. Price: 
$18.00. ) 


The Fourth Yearbook has the same objectives and 
format as The Third Mental Measurements Year- 
book. The Third Yearbook covered the period 1940 
through 1947. This Yearbook covers the period 
1948 through 1951. It consists of entirely new ma- 
terial, and should supplement rather than supplant 
earlier yearbooks in the series. 

The Yearbook attempts to list all commercially 
available educational, psychological, and vocational 
tests published in English speaking countries. There 
are 793 tests as against 663 in the 1949 edition. For 
the first time a number of tests which are available 
only as a part of highly restricted testing programs 
have been listed and reviewed. The Yearbook re- 
viewers had access to the confidential tests of a 
number of organizations. Among them were The 
Association of American Medical Colleges and the 
National League of Nursing. 

All test users will find the Yearbook valuable. 
The detailed and accurate information on construc- 
tion, validation, and the uses and limitations of spe- 
cific tests will enable them to select tests more 
wisely. The same information or the absence of it 
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should re-emphasize some of the dangers involved 
in uncritical acceptance of tests even though they 
have been prepared by well-known authorities. 
Leota E. NEAL, 
University of Western Ontario, 
ondon. 


INTRODUCTION TO EXCEPTIONAL CHILDREN. (Revised 
edition). By Harry J. Baker, Ph.D. (New 
York: MacMillan, 1953. Price: $5.00.) 


The expressed aim of this book, to serve as an 
introductory course for college and university stu- 
dents and a reference book for those dealing with 
exceptional children, is excellent. It is perhaps am- 
bitious in intending “to present the characteristics 
and problems of all types of exceptional children.” 
Throughout the book, the discussions of school 
planning, consideration of family and social factors 
and general aims of education are outstanding. The 
attitude toward the education of the exceptional 
child is excellent, with the importance of individual 
planning and evaluation repeatedly stressed. The 
author points out that “malbehavior” is a symptom 
and that attention “should be directed to causes and 
how they operate to produce the external results.” 
The relationship of behavior difficulties and various 
types of handicaps of exceptional children is well 
described. The author states that the difficulty for 
slow learners is often one of adapting to the speed 
of the regular class, but that appropriate curriculum 
adaptation is a difficult and puzzling question. 

It is necessary to point out that the discussions 
of physical handicaps are not at the same high level. 
Perhaps the explanation of some of the medical mis- 
information among teachers lies in the failure of 
textbook authors to have the medical information 
reviewed by physicians. In this book this lack is 
glaring in such statements as, “Guy de Maupassant 
... had diplopia due to paralysis of the extra- 
ocular muscles, and his death resulted from the gen- 
eral paresis caused by it”; or, “neurasthenic behav- 
ior is also associated with sexual abuses, such as 
masturbation”; or, the assumption that dying of 
spinal meningitis at fourteen years is proof of the 
unrecognized neurological basis for erratic behavior 
at eight years. It is perhaps quibbling to comment 
on “germ tubercle bacillus,” milk as a source of 
pulmonary tuberculosis, or assuming that the “Black 
Death” of the Middle Ages was tuberculosis. The 
latter may be evidence of poor proofreading, of 
which there are many instances. 

The author’s over-all point of view in relation to 
responsibility toward exceptional children is best 
shown by quoting from the final chapter of the 
book: “It is time to consolidate efforts for all types 
of exceptional children. Support for the crippled is 
a worthy cause, but it is no more worthy than for 
the child with a reading disability, with a feeble 
mind or with an emotional upset. All efforts must 
be directed toward unification of a program for all 
of the exceptional, no matter what their afflictions 
may be.” In this lies the value of this book. 

This is an acceptable book within the author’s 
area of experience and knowledge, but it is hoped 


that the next edition will be more carefully edited, 
particularly with regard to medical information. 
Maser Ross, M. D., 
Department of Health, Education, and Welfare, 
New York City. 


Your anv His Prosiems. By Joseph D. 
Teicher, M.D. (Boston: Little, Brown and 
Company, 1953. Price: $3.75.) 

This book is a standard handbook prescription 
type of parental guide to which has been added some 
semitechnical information on psychiatric concepts 
and psychological techniques presumably for the 
nurses, doctors, teachers, social workers, and psy- 
chologists to whom the preface states the book is 
also addressed. It is questionable if this enhances 
the book’s value to its primary lay audience, or 
whether it only provides bits and fragments of in- 
formation that are apt to be misinterpreted and 
misused. 

Not everyone would agree with the oversimplified 
thesis, continually emphasized, that love is the pana- 
cea for most of the psychological ills of childhood. 
Also the recurrent advice that parents should con- 
ceal all negative feelings from their children seems, 
at least, unreal in view of the many subtle ways in 
which feelings are transmitted from one human be- 
ing to another, especially when the contact is as 
close as between a parent and child. Besides there 
is the question of whether the creation of such an 
artificial atmosphere would be desirable if it were 
possible to achieve. On this score little differentia- 
tion is made between normal, appropriate emotional 
responses, and deep-seated irrational attitudes that 
hark back to the parents’ past, and are inappropriate 
in the present parent-child relationship. This omis- 
sion might well create anxiety in an insecure parent, 
as also the persistent attempts tc generalize advice 
about intimate problems where only individualized 
help sensitively given, in the light of all the facts, 
is likely to be of value. Certainly the opinions ex- 
pressed do not have the general acceptance that one 
would infer they enjoyed if this book were one’> 
only contact with the subject. 

The chapter on schools and camps is informative 
and a parent should find it helpful, but in many 
places the book borders on triteness, and contributes 
nothing new to an already overpublished field. Most 
seriously interested professional people would prob- 
ably find a more comprehensive book written ex- 
pressly for the professional reader better suited to 
their purpose. 

Donatp C. Ross, M. D., 
Philadelphia Child Guidance Clinic. 


Tue Unconscious Oricin oF BerKELEY’s PHILOSO- 
poy. By. J. O. Wisdom. (London: Hogarth 
Press, 1953. Price: 25s.) 

Can psychoanalysis throw light on philosophy? 
To show that it can is the chief aim of Dr. Wis- 
dom’s book on Berkeley. Dr. Wisdom is himself a 
philosopher and known as an able Berkeleyan 
scholar. In the present work he provides an ex- 
cellently lucid exposition of Berkeley’s philosophy. 
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It is delightfully written. It is followed by a brief 
“life” and then by a psychoanalytic examination of 
the philosophy. Although Berkeley himself has not 
been present to be questioned the reader is assured 
by the author that the interpretation is reliable and 
has been based on sound clinical practice. Let us, 
therefore, assume the correctness of the interpre- 
tation, and turn to consider what light it throws 
on philosophy. It is clear, to begin with, that when 
Dr. Wisdom makes his principal claim, he does 
not mean that psychoanalysis can provide informa- 
tion which will contribute to the solution of any 
philosophical problems. He means rather that if 
we take some actually formulated philosophical 
system, for example that of Berkeley’s, psycho- 
analysis can throw light on it. 

As a philosopher Dr. Wisdom belongs to the 
school of logical analysts, at present the dominant 
school in British philosophy. According to the 
more usual kind of logical analyst all metaphysics 
of speculative philosophy consists in meaningless 
statements. Thus Berkeley’s speculative philosophy 
like all others is neither true nor false but senseless. 
One of the principal functions of legitimate philoso- 
phy is to act as a therapeutic for ridding ourselves 
of this nonsense philosophy. Dr. Wisdom differs 
in one main respect from his fellow logical analysts. 
He considers that something can be salvaged out of 
the wreckage created in traditional philosophy by 
logical analysis. While agreeing that speculative 
philosophy is meaningless in so far as it purports 
to express something about the world or about 
objective facts, he would assert that it is neverthe- 
less meaningful in so far as it expresses something 
about the philosopher, or is symptomatic of some- 
thing in his personal life. It is because it still has 
a “meaning” that Dr. Wisdom would not simply 
discard speculative philosophy, but would retain it 
as “the last refuge open to myth,” and it is psycho- 
analysis which provides the clue to the meaning of 
speculative philosophy. Berkeley’s metaphysics 
“taken as a whole is a fantasy,” says Dr. Wisdom, 
and he therefore consistently abstains from the 
attempt “to discuss academically any pros and 
cons concerning the truth of his system.” Such an 
attempt would be “misdirected,” but we are still to 
take it seriously—seriously, however, in the same 
way as Freud, for example, took seriously the 
mystical system of Schreber, the lunatic ex-Presi- 
dent of the Dresden Senate. It is only if meta- 
physical systems are taken seriously as philosophy, 
in spite of the “nonsense” allegedly shown up in 
them by the logical analyst, that Dr. Wisdom can 
support his claim that psychoanalysis throws light 
on philosophy. 

But is Dr. Wisdom, or was Freud in the Schreber 
case, throwing light on philosophy? To take phi- 
losophy seriously is to take it in terms of what it 
actually purports to be, and not anything else. To 
take it as symptom is not to take it as philosophy. 


Dr. Wisdom has shown that Berkeley’s economic 
and mathematical theories, which happen not to be 
nonsense, are susceptible of the same kind of psy- 
choanalytic treaiment as his metaphysics. Eco- 
nomics and mathematics are what they purport to 
be, theories about certain kinds of subject matter. 
To throw light on economics means either to throw 
light directly on its subject matter, which is what 
economists themselves seek to do, or else to throw 
it indirectly by judging of the truth, falsehood, 
meaning, or meaninglessness of statements already 
made about this subject matter, and this latter is 
the activity of the logician. When economic and 
mathematical thinking are taken as symptoms of 
something, then whatever may be said about this 
thinking throws no light whatever on economics or 
mathematics, though it may throw light on some- 
thing else. Even if it were shown by the logical 
analyst that all economic and mathematical think- 
ing is meaningless, it would still not be the case 
that anything discovered about these kinds of think- 
ing as symptoms throws light on economics or 
mathematics ; for economics and mathematics would 
still be what they purported to be—theories about 
certain kinds of subject matter. And the same is 
the case with metaphysics, which purports also to 
be about certain subject matters. Thus Dr. Wis- 
dom’s statement “God, as pure creator who com- 
manded unsullied power and possessed a pure ce- 
ment in the form of good faeces for building the 
world, is a substitute for the father Berkeley val- 
ued .. .” throws no more light on philosophy than 
his statement “The Central Bank was the great 
bowel capable of defecating all the money that was 
needed,” does on economics. Both statements throw 
light only on biography. 

Besides the claim that psychoanalysis has re- 
stored “meaning” to speculative philosophy, there 
is another claim made for it by Dr. Wisdom. AIl- 
though it is not able, he says, to refute a philoso- 
phy, it is valuable in enabling us to recognize more 
readily a fantastic system for what it is, thereby 
saving us the trouble of useless argument about its 
truth or falsehood, and it can provide a good prac- 
tical indication of whether or not there is some- 
thing objective present. But since it is only logical 
principles of testing which can determine whether 
or not thinking of any kind is merely fantastic, it is 
difficult to understand in what way Dr. Wisdom 
expects the elaborate and less reliable procedures 
of psychoanalysis to provide a readier practical 
guide than the relatively simpler procedures of 
logical analysis. Psychoanalysis here appears to 
offer only a circuitous and uncertain route to what 
may be approached more directly through logical 
analysis. 

R. F. McRae, 
Department of Philosophy, 
University of Toronto. 
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NICOZOL 
For Senile Psychoses 
DRUG SPECIALTIES, Inc. 


P. O. BOX 830 
WINSTON-SALEM 1, N. C. 


Most of your demented patients with senile 
psychoses can be treated in their own homes 
and restored to good behavior and sociability. 


An authoritative 1953 article* reported the 
following benefits from treatment with a combi- 
nation of pentylenetetrazol and nicotinic acid: 
improved behavior 70%, better sociability 52%, 
ability to take care of one’s self without assistance 
48%, improved appearance and neatness 41%, 
greater alertness 38%, and improved memory 
and general activity 31%. 


NICOZOL Capsules contain pentylenetetrazol 
100 mg. and nicotinic acid 50 mg. Recommended 
dosage, | or 2 capsules t. i. d. NICOZOL Elixir 
contains pentylenetetrazol 200 mg. and nicotinic 
acid 100 mg. per teaspoonful (5 cc.). Recom- 
mended dosage, 2 to 1 teaspoonful t. i. d. 


Clinical studies show that NICOZOL is particu- 
larly effective for senile psychoses with symp- 
toms of memory defects, confusion, deterioration 
and abnormal behavior. 


*Levy, S.: Journal of the American Medical Association, De- 
cember 5, 1953. 


MAIL COUPON TODAY 
For Free Nicozol 
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Fenestra 


Now he enjoys the view... with complete safety ! 


To help create the homelike atmosphere 
and pleasant surroundings so vital to 
modern mental therapy, many psychia- 
trists are choosing the Fenestra* Psychi- 
atric Package Window unit. 

This window presents the attractive 
appearance of the modern, awning-ty 
window seen in many homes. The 
“barred look” is completely absent; 
there is nothing to suggest restraint. 
The protection is where it should be: in 
the window’s design, and in its covering 
screen. 

Besites the steel window itself, the 
Fenestra Psychiatric Package Window 
unit includes steel casings, operating 
hardware (bronze adjuster handle is re- 
movable), and the choice of three spe- 
cialized, flush-mounted, inside screens: 
(1) A Detention Screen gives maximum 
restraint; the finest stainless steel mesh 
is attached to strong, concealed shock 
absorbers. (2) A Protection Screen, with- 
out shock absorbers, is used for less 


* Your need for a homelike, pleasant environ- 


ment for patients encouraged us to develop 
a psychiatric window that presents no vis- 
val threat—the Fenestra Psychiatric Pack- 
age Window unit...a great advancement. 
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disturbed patients. (3) An Insect Screen 
is used for windows in nonrestraint 
areas. 

Basically designed for protection of 
the patient, the Fenestra Psychiatric 
Window presents no projecting parts 
such as might encourage climbing; there 
are no sharp corners. The patient can- 
not get at the glass. All-weather ventila- 
tion is controlled without touching the 
screen. Window is washed inside and 
out, from within the room. Only Fenes- 
tra completely fabricates a window unit 
of this type. 

To eliminate maintenance-painting, 
Fenestra Windows are available Super 
Hot-Dip Galvanized, from America’s 
only plant specifically designed for hot- 
dip galvanizing of steel windows. 

Please call the Fenestra Representa- 
tive, listed in your classified telephone 
directory, or write Detroit Steel Prod- 
ucts Company, Dept. AJ-7, 2276 East 
Grand Boulevard, Detroit, Michigan. 
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Methedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 

depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
‘Methedrine’ brand Methamphetamine Hydrochloride, 


will be 5 mg., Compressed, scored 
sent on Bottles of 100 and 1,000 
request 


& Burroughs Wellcome & Co. (U.S.A.) Inc. Tuckahoe 7, New York 
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8-[h. SELF-POWERED 
BATTERY RECORDER 


specially designed 
for the psychiatrist 
to meet his every need 


RECORDALL 


Automatic Undetected Recordings up to 4 hrs. 


The self-powered Walkie-Recordall permits you to make undetected, 
unsupervised recordings automatically—anytime, anyplace—in or out 
of the office—while walking, riding or flying—without connecting to 
electric socket. The miniature Walkie-Recordall weighs only 8 Ibs., 
including self-contained standard batteries. Provision available also 
for operation from 110 v. A.C. May be had with Miles Standard 
Briefcase. Walkie-Recordall picks up and records consultations, lec- 
tures, diagnosis and interviews in or out of closed briefcase. These 
undetected recordings insure an uninhibited response. 


Sensitivity Range -- 60 ft. radius 


Walkie-Recordall — up and records within a 60-ft. radius. The 
Automatic Voice Equalizer assures equal voice volume within the 
sensitivity range. Monitoring provision from microphone or tele- 
phone is available. 


Voice Activated ‘‘Self-Start-Stop” Eliminates Supervision 


Using this control, recording is automatically and instantly started 
upon the activation of voice vibrations and stops, automatically, 
within 6 seconds after voice ceases. The recording of silent periods 
is completely eliminated. This feature is particularly desirable when 
gathering additional information from patients when left unattended, 
insuring uninhibited response through self-expression. 


Case History Simplification 


A single Sonaband, the compact, easy-to-file recording medium, has 
a recording capacity of 8 hours on both sides. Recordings, which 
may be accumulated at intervals, are indexed, permanent and un- 
alterable. A case history file may be compiled of Sonabands at a cost 
of only 3¢ per hour. Using Walkie-Recordall, time consuming and 
expensive transcriptions may be completely eliminated by direct 
reference to Sonabands. The unique indexing arrangement permits 
immediate playback of any portion of previously recorded text. 


Telephone Recordings 


When using Miles Telemike, Walkie-Recordall will record two-way 
telephone conversation. 


WALKIE-RECORDALL — a product of 30 years of research 


For literature and price list write Dept. AJP-7 


MILES REPRODUCER COMPANY, INC. 


812 BROADWAY 


* NEW YORK 3, N. Y. ¢ SPring 7-7670 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M. D., 
Medical Director 


ENTER NEW SUBSCRIPTIONS AND 
RENEWALS ON THIS FORM 


Enclosed herewith is $........... for 
one year’s subscription to the AMERI- 
CAN JOURNAL OF PSYCHIATRY be- 
ginning with Volume .... Number ... 


SEND TO: 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of Americas, Rm. 310 
New York 20, New York 


(Volume 111 began with July 1954 issue) 


YOUR JOURNALS 
IN THIS NEW 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 


KEEP AND PROTECT 


VOLUME FILE CASE 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. Y. 20. 
WHEN ORDERING, PLEASE SPECIFY VOLUME NUMBERS 
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HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic s'udies; near New York City. 
ALEXANDER GRALNICK, M.D., F.A.P.A., Director 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 

Ruts Fox, M.D., Associate Consultant L. CLovis Hirninc, M.D., Associate Consultant 

Attending Psychiatrists: STEPHEN W. Kempster, M.D.; MeRvyN SCHACHT, M.D. 


Associate Psychiatrists: LeEonaRp C. FRANK, M.D.; Sytvia L. Gennis, M.D.; Leonarp Gop, M.D., 
F.A.P.A.; DANieL L. GoLpstern, M.D., F.A.P.A.; Simon H. NaAGier, M.D. 
Psychologists: Leatrice Styrt SCHACHT, M.A.; ALBERT L. Pu.D. 


Consulting Staff: Neurology, KENNETH M. GANG, M.D.; Gynecology, H. Harotp M.D., F.A.C.S.; 
ones RANK T. Massucco, M.D., F.A.C.S.; Internal Medicine, NATHANIEL J. Sc a. M.D., 
F.A.C. . ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, Irvine J. GRALNICK, D.D.S 


‘CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 


BUILDING AIR-CONDITIONED THE YEAR ROUND. 
Hydrotherapy «+ Clinical Laboratory EKG and BMR Equipment 
Stereoscopic Equipped for Surgery Electroencephalograp 
ALBERT J. CREVELLO, M. D. 
Diplomate, American Board of Psychiatry and Neurology, Inc. 
Tel. 5-6181 . Medical Director 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 
Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 

New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly cwaeeeced of the Seguin School 
Catherine Allen Brett, 
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TO US THERE 1S NOTHING SO WONDERFUL 
AS THE SIGHT OF 


Happy 


The exceptional child takes 


his place comfortably and 


easily in the relaxed and 
home-like atmosphere of 
The Brown Schools . . . and 
at the same time prescribed 
training continues quietly 
and efficiently through a 
skilled staff of psychiatrists, 
psychologists, and regis- 
tered nurses. Small enough 
to insist on individual at- 
tention, large enough to 
maintain a complete staff, 
The Brown Schools is a 
happy place for the excep- 
tional child. View book and 
full details on request. 


FOR EXCEPTIONAL CHILDREN 
f 


BERT P. BROWN Seceamen PAUL L. WHITE, M.D 
FAPLA 


President 
Medical Director 


P.O. BOX 4008-D AUSTIN, TEXAS 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 


NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 


Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 


Twenty minutes from Times Square, Brooklyn and Bronx 


River Crest Sanitarium 


Ditmars Blvd. and 26th Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 
Landscaped twelve acre park. Thorough study and treatment. All accepted type of 


treatment available with individualized attention to psychotherapy, insulin and elec- 
troshock therapy. Full cooperation with referring physicians. 


JOHN C. KINDRED, M.D. LAYMAN R. HARRISON, M. D. 
Consultant Physician in Charge 


Telephone AStoria 8-0820 
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North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Fully Approved by the 
American College of Surgeons 


Established 1901 
Licensed by State of Illinois 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


cA private psychiatric hospital em- 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Modicsl 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 
mental disorders and probl of ge re 

. CRYTZER, Administrator 

idicti 


THOMAS F. COATES, M.D, 
Associate 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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HIGHLAND HOSPITAL, INC. 


Affiliated with Duke University 
A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and mental disorders. 
The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


ROGERS Founded 1879 
MEMORIAL RING SANATORIUM 


SANIT ARIUM Eight Miles from Boston 


For the study, care, and treatment of 


OCONOMOWOC, WISCONSIN emotional, mental, personality, and habit 
disorders. 
Located on Nashotah Lakes, 30 On a foundation of dynamic psycho- 
miles west of Milwaukee, providing therapy all other recognized therapies are 
an ideal country environment, and used as indicated. 


the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 


rologic and _ psychiatric problems. ders requiring medical, psychiatric, or 
Occupational therapy and _ recrea- neurological supervision. 
tional activities directed by trained 


Full resident and associate staff. Cour- 


ersonnel. 
P tesy privileges to qualified physicians. 


OweEN C. M. D. 


Medical Director BENJAMIN Simon, M. D. 


Director 


D. 


Assistant Director 


CATHERINE A. RosENBERG, R. N. Astingten 


Director of Nursing Massachusetts 
ARlington 5-0081 
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MILWAUKEE SANITARIUM 


Wauwatosa, Wisconsin 


(Chicago Office—1509 Marshall Field Annex Bldg. ‘ pike ° 
25 East Washington St.—Wednesdays, 1-3 P. M. Maintaining the highest standards 


Phone—Central 6-1162) 
since 1884, the Milwaukee Sanitarium 


Joser A. M. D. 


Carrott W. Oscoop, M.D. continues to stand for all that is best 
Witiiam T. Kxapwe M. D. 

Benjamin A. Ruskin, M. D. in the contemporary care and treat- 
Lewis Danzicer, M. D. 

Russeit C. Morrison, M. D. ment of nervous disorders. Photo- 


James A. Atston, M. D. 
graphs and particulars sent on request. 


Watpvo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


WO. 


PISS 


TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 
CHARLES G. KILLINS, M. D.—Medical Director 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospital Association. 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 
A private hospital for the diagnosis and treatment of NERVOUS, EMO- 


FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 


. . . providing intensive individual psychotherapy in a 
residential setting. 


Director 


A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 
Ann Arbor, Michigan 
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CHESTNUT LODGE 


MEDICAL DIRECTOR—Dexter M. Buttarp, M.D. 
CONSULTANT IN PSYCHOTHERAPY CLINICAL DIRECTOR 
FROMM-REICHMANN, M.D. Marvin L. ADLAND, M.D. 
CLINICAL ADMINISTRATORS 
Georce H. Preston, M.D. Rosert W. Gipson, M. D. 


CLINICAL PSYCHOLOGIST INTERNISTS 
Marcaret J. Riocw, Pu. D. WILLIAM W. D. 


CoRINNE COOPER, 
ASSOCIATES 
CuHar._es A. BAKER, M. D. JARL E. Dyrup, M. D. NorMAN C. Rintz, M. D. 
Donavcp L. BuRNHAM, M. D. JOHN P. Fort, Jr., M. D. CLARENCE G. ScHULz, M. D. 
Mase  B. Conen, M. D. MILTON G. HENDLICH, M.D. HAROLD F. SEARLEs, M. D. 
JosEPH W. Coxe, M. D. RosBert G. KvARNEs, M. D. Mary J. Wuire, M. D. 
Ceci C. CULLANDER, M. D. HELENA REINA, M. D. Orto A. WILL, JR., M. D. 


CONSULTANT IN GERIATRICS—Epwarp J. Striecuitz, M.D. 
ROCKVILLE MARYLAND 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Corter HirscuBerc, M. D., Director Topeka, Kansas; Telephone 3-6494 


An Institution for the study and treatment of Nervous and Mentai Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 
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THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 

For the Diagnosis and Treatment of Mental and Nervous Disorders 

Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 

Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 

latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 

tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 


nel gives individual attention to each patient. 


FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE SUMMIT 6-0143 


THOMAS P. Prout, JR., 


Oscar Rozett, M. D., 
Administrator 


Medical Director 
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No words 
needed... 


Before ever he speaks a word, he asks your love. 
In it begins the security he will need forever. 


The whimper when he’s hungry, the sigh of peace 
when he’s fed and warm, the cuddle of his sleepy 
body —all these tell a need that never ends. 

The need that none of us outgrows: to be safe 
and secure in body and heart as long as we live. 
That each of us is free to make secure the lives 
of those we love, is our peculiar privilege. 


As we take care of our own, we also take care 
of America. Out of the security of each home 
rises the security of our country. 


Your security and your country’s begin in 
your home. 


Saving for security is easy! Here’s 
a savings system that really works— 
the Payroll Savings Plan for invest- 
ing in United States Savings Bonds. 

This is all you do. Go to your com- 
pany’s pay office, choose the amount 
you want to save—a couple of dollars 
a payday, or as much as you wish. That 
money will be set aside for you before 
you even draw your pay. And auto- 
matically invested in Series E Savings 
Bonds which are turned over to you. 

If you can save only $3.75 a week 
on the Plan, in 9 years and 8 months 
you will have $2,137.30. For your sake 
and your family’s, too, how about sign- 
ing up today? 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation 
with the Advertising Council and the lagazine Publishers of America, 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the child Research Clinic 
William L. Noe, Jr., M.D., Director of Medical Services 
Eugene B. Spitz, M. D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M. A. 


THE Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 
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Fritz Stirmer, M. A. 
Kathryn Burchard, M. A. ae 
Gisela Ungurian, M. A. 
Paul M. Forest, M. A. oot 
Frank P. Bakes, Ph. D., Attending Consultant it. Speech : 
Ruth M. Strang, Ph. D., Aztending Consultant in Reading  Sahees 
Edward L. Johnstone, 
President 
ag 


CLINICAL 
STAFF 


Marguerite B. Horn, A.M. 
John R. Kieiser, Ph.D. 
Kathryn F. Kramer 

Morgan W. McKean, A.M. 
Gertrude Miller 

Robert A. Semple, 111, 8.R.E. 
dack Shelley, M.Ed. 

Barbara R. Winters, B.S. 


DEVEREUX RANCH SCHOOL 
CALIFORNIA 


Charles M. 1, Jr., M.D. 


Richard H. Lambert, M.D. 
Consulting Psychiatrist 


Because 
The Parents’ Trust Is in You | 


You should know the facts 
about the Devereux program 
of Education with Therapy 


XCELENT professional facilities and 
leng experience have equipped Deve- 
reux Schools to give effective education with 
therapy to the boy or girl whose emotional 
disturbances block his normal ability to learn. 
Under the guidance of psychiatrists, the | 
staff develops a highly individualized pro- 
gram for each child. The group in which 
the child lives is chosen carefully to meet his 
social and educational needs, providing cen- 
stant companionship and consistent stimula- 
tion towards natural family relationships. 


You may have occasion to advise parents 
whose child may benefit from this program. 
The Devereux Schools staff will be pleased to 


‘study the case carefully and offer a detailed 


report on the possibility of utilizing the 
Devereux program of education with therapy. 


Please address your inquiries to: 
Joun M. Barciay, Director of Development, Devon, Pa. 


Hetena T. Devereux, Director 
Scorr, M.D., Executive Director 


SANTA BARBARA, CALIFORNIA » DEVON, PENNSYLVANIA 


PENNSYLVANIA 
MEDICINE-PSYCHOTHERAPY 
Caivin F. Settiage, M.D. 
Director 
Ph.D. 
Ruth E. Duffy, M.D. 
Michael 8. Dunn, A.M. 
Herbert H. Herskovitz, M.D. 
Robert L. Hunt, M.D. 
Joseph J. Peters, M.D. 
Albert S, Terzian, M.D. 
Walter M. Uhier, M.D. 
PSYCHOLOGY-EDUCATION 
ot Edward L. French, Ph.D. 
Director 
Selma J. Eble, 
Kenneth Evans, 8.S. 
A. McGuire, M.D. 
Consulting Psychiatrist 
David L. Reeves, MD. 
' Tonsulting Nevrologist 
Robert L. Brigden, Ph.D. 
. Vi 
Clinical Peychologist 
ha 
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FOUNDATION 


